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This document is a testimony not only to the dedicg^ion and expertise of those people who care 
Tor and educate deaf-blnd chil(^en, but to the continuing effort and commitment on the part of 
our statev local, and natfcnal governments to provide services to the severely handicapped deaf-blind 
child. ^ 

When, in 1963^ a rubella epidemic left us with more than 5,000 deaf-blind children scattered 
across our country, there was no way to assure appcopriate services to these children. 

Recognizing this as a national emergency, Congreswe^ponded by allocating the funds needed to 
provide 'services and programs for these children. Througli their efforts, concern, and foresight, 
thes^ children are being served. The Executive Branch, under four presidents, has added its support. 

We feel State of the Art is a significant document, a miJestone niarking the achievement possible 
when the nation as a whole recognizes its responsibilities and express^ il%^G<^grs_fef:^^ 
-by seeking to fulfill these responsibilities through a united, concerted. effort. 

Not all need^of the cleaRjIind have been met noi have all the answers been foiind, ljut the- 
information recorded within these pages is significant for all of us involved with deaf-blind children 
and justifies our hope for these children in the future. ^ 

We know that deaf-blind persons*will need specialized services througliout their lives and that a 
continuing nationaf effort will be required to meet thdse needs, .This document testifies to the 
efficacy of that commitment and to our ability to meet these needs. As our nation serves the 
deaf-blind, w«-expre^s our belief in the importance of each and every citizen. 

. . , . • " 'EDWIN y. MARTIN 

. ^ * „ • heputy/Commissioner 

' Ji * \ Buri^u of Education 

* ^ ' f^ the Handicapped 

• ■ ^ * . tJS Office of Education 



Foreword 



The progran/of centers and service^-^ de^f-blind children is no longer 'its infancy. The 
program has been active for a pe^^ of almost seven years' now, and the time has come to 
consolidate the knowledge jtoifcped during that time into one package for quick and constant 
reference. ' 

Initially,, this^jipi^^ent was mterided to represent the state of the art in serving the deaf-blind, 
but it do^pat.'Some area^ of service ace not represented; some persons contributing wouid have 
bj^^i^5€tter chosen to represent other aspects within the field; and some'^persons who are not 
'4?presented would have much to contribute. In addition, two years have elapsed since the project 
was first- initiated. This, tinle lapse represents changes within the field, especially in the areas of 
prevocational^ vocational, and alternative living skills for the deaf-blind. 

'Th« state of the art has grown and moved beyond us-which is as it should be. But that in no way 
lessens or negates the efforts or the contributions of the people v?no prepared ptper§ for this 
document nor flfose of the. field as a whole. The fact that^U problems have not yet be^n solved-or 
perhaps ^ven anticipated-do^ not diminish the very real contribution provided by the authors of 
the papers contained within. 

All of those entering the field of service to the deaf-blind must have available to them a 
document which includes the most complete statement of services available-. We trust that this 
document will stimulate them and encourage them to malce their own individual and unique 
offering to the sdlutibo of the problems that face us. Our ultimate goal is to provide /he knowledge 
and the service needed to give each and every deaf-blind individual the opportunity to develop to 
the fullest potential of which he or she is capable. ^ 

_ With hindsight and the passing of time dne can easily say "y^s, but it didn't ..." or ''you could 
have . . ' -J' One can ^yait forever fbr tKe perfect ti;ne or the perfect moment, but the children we 
serve cannot afford to wait any longer. We owe them the best we can offer right how and the hope 
that what tomorrow offers wiUbe even better. ^ 



ROBERT DANTONA 
National Coordinator, Centers 
and Services for Deaf-Blind 
Children, Bureau of Education 
for the Handicapped, US. 
, Office of Education 
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Preface 



One of the functions of leadership is to provide direction and guidance. Because the d^af-blind 
population is so widely dispersed and because services are growing as rapidly as tl»ey are, this 
direction and guidance is almost impossible to p^ovide on a personal basis. 

One of the hallmarks o( an established field' is a formalized communication pattern which allows 
for "the dissemination of information over a wide geographical area and across many profepional 
boundaries* However, among those serving the deaf-blind, communication is still on an informaj; 
almost personal* basis that is no longei^adequate. For the many people entering the field of service 
for tliedeaf-blind, the lack of readily obtainable information has led to feelings of confusion, anger, 
and frustration. ' 1' ^ 

This comprehensive document was designed, to provide one solution to the problem. This 
document.can be used as a text in teacher-training courses, read by practicing ttachers within their 
classrooms, read by parents within their homes, aad used by professionals in other fields who have 
'occasion to work with deaf-blind childr^. W^rust that this document will provide the guidance, 
contact, and communication needed and the assurance that a developing b^dy of knowledge is being 
applied to the services provided for deaf-blind children. By providing this guidance and assurance, 
this document will allevjate some of the feelings of frustration that we all have in serving the 

deaf-blind. ^ * . 

The authors of this document are all professionals within the field, heavily committed to their 
'own projects^^nd their. own gpals. To all these people I would like to say thank you. Your, 
contributioffis immense and immeasurable. I am sure that all who use this document will benefit as 
will the deaf-hlind children we serve. 



\WILLIAM E wtBSTER 
Deputy Supenntendent 
for Programs 



WILLIAM A. ELBA 
Project Director, Southwesterrt 
* Region Deaf-Blind Center 
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Introductiorr 

Edgar L. LoweD 
piiector, Jdin Tracy Clinic 

1 



The purpose of this document is to present in 
one convenient source a collectioji of papers in 
which are Mescribed what is Pemg done with and. 
for deaf-blind individuals at fhe J^resent time. Since 
the rubella epideihic of 1964-65, the number of 
services for. the deaf-blind has grown more rapidly 
than, the clvannels * of ' communication between 
them. As a resillt, information on the deaf-blind 
has been pyblished in a variety of sources, but no 
single source J)ook is , readily available to those 
concerned with serving the deaf-blind. This docu- 
ment is designed to partially relieve that problem 
by bringing together a compendium of papers 
representing the state of the art in deali^with the 
deaf-blind at this ^ime. 

Readers are reminded that this is not a "how-to" 
document but ratl^r a description of what is- We 
did not intend^^o d^neate how things should be 
done' but rather to survey what is -being done in 
different programs in a widt variety of areas. We 
made a conscientious effort to cover alternative 
points of' view when they exist, and we firmly 
discouraged contributors from merely presenting a 
descrilstioh of their /Own program, although that 
element did creep into many pi'esentations. 

Contributors were selected on the basis of their 
knowledge about specific program areas. Some 
individuals, had expertise in so\many areas that 
deciding which suBject to ask thftn t^ cover was 
difficult. Other areas included so nrfany qualified 
persons that TKwas difficult to choose one. For a 
few areas, we had difficulty in* finding anyone 
qualified to contribute a paper. The coverage is 
uneven, and some areas have been largely neglected. 
Perhaps that is 'an accurate representation of the 
state of the art in the field of thi deaf-blind today. 



The careful reader will note that we have not 
forced on the contributors a rigid definition of the 
term "deaf-blind." For some, the definition did 
not appear to be important; others have provided^- V " 
the definition th^y were'^sing. In general, we 
assumed a working definillorf'xif "one whose yision 
and hearing is so impaired ak to seriously interfere 4 ^ 
with participation in an educational program 
designed for either the' deaf or the blind." This 
working definition avdids tying the hearing' or - 
Vision loss to any measurable referenced' Measure- ' f 
ment Is difficult and the great harm would be to" 
exclude a person from any kind of service program 
because of a failure to meet some measurable* ^• 
criteria in terms of visual acuity or hearing loss 
only to find later that the measurements were in 
error. AJso, ^ome individuals who are not severely 
handicapped by both their vision and their hearing- 
but who do suffer from additional handicapping 
conditionf-might be suitable candidates for a 
deaf-blind service program. 

We are dealing with a multihandicapped popula- 
tion. Very ^fcw of the deaf-blind in America are 
suffering Cp)m clear-cut 'deafness or blindness, 
alone, and delays in providifli^ppropriate service 
undoubtedly cofnpound the init^Sisability. 

This publication is organized into four sections. 
Jhe first, a background section, pfesents a history 
o£ services t<i the deaf-blirtd in this country and a 
survey of overseas programs for the deaf-blind in 
Europe and Great Britain. 

Edward Waterhouse, oneRf the deans of deaf- 
blind education, tfaces the history of services to^ 
the deaf-blind in this country from 1837 to 1967, 
leaning heavily on events that have taken place at 
Perkins Institute for the* Blind, of which he is 
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director emeritus. This is appropriate in that much 
of the history df *'the deaf-blind in America is the * 
history of jerkins. The chapter provides interesting^ 
details on the , progress of,l.aura Bridgman and 
other deaf-ljlihd students, including an account of 
Dr. Ho.we', the first director of P^kins, who Mfcore a 
fencing mask, and' gloves to keep a particulary 
disturbed .phild from scratching his face while he 
was teaching her. Helep Keller and Apne Sullivan 
occupy an understandably important segment of 
the chapter. Waterhouse also traces the growth of 
professional organizations an4'{he development of 
teacher-training activities,Hiescribing events leading 
up to the Anne^SuUivaaCehtennial in 1966, which 
provpd* to be a springboard for much of the 
subsdQuent federal legislation for the'deaf-blind. 

Rooko't Dantona presents' an account of the 
implementation of Title VI-C of the Elemer^ary 
and Secondary Education Act and the develop- ' 
ment of regional deaf-blind centers. To appreciate 
what has' been accomplished, one iHust remember 
how limited /our manpower resources w^re at the • 
^time of the rubella epidemic, . This -has been a 
Remarkable service -organizing -njew programs, 
erxpanding exiting ones, mpbilizing specialists 
from a variety of disciplines, and o^rating through 
a s^iespf re^onal centers whose\responsit)nity; 
buf not n^essarily authority, cut*acrbss existing 
jurisdictional boundaries. As m^ight be expected of , 
any crash program, this one has had problems. But 
the miracle is that It has worked as well as it has. ' ^ 

Jeanne Kenmore provides an overview oi .pro- 
Harris fordeaf^ltnd children in contmental Europe 
and Great Britain. Her tabulation of some 350 
deaf-blind children enrolled in 13 countries sh©w^ 
great differences in, the ratio of ^he number of 
children served ,td the general population of ea>^ 
•country. Russia has 247 million f)eople but reports 
"only 51 children in^ecial schools,. while Great 
Britain has 56 milliok people and ,re^ts 10} 
children in special schools. Kenmore also provides 
a detailed account of fhe deaf-blind progrant^ at 
. Saint Michielsgestel and traces its influence in 
Europe. . ' • ' 

The secpnd section coptains medical and diag- 
nostic papers that include descriptions of preven- 
tion, _gudiology, ophthalmology, the medical diag- 
nostic^team, ^d educational evaluation. ' ^ • ^ 
Philip R. Zinng, M.D., and Louis Z. Cooper, . 
Nf!l)., discuss congenital, infections," genetic dis- 
oroers, and pojkfatally acquired ca^es of vision 
and\hearing problems and review i™d«n^s, clin- 
ical ^chaiacteristics, treatment, and primary ajic^. 
secondary preventive measi^es. ' . ' 



. Charles Tait describe^'the role of the audiojogist 
on an interdisciplinary evaluation team. He\dis- 
cusses the evaluation of hearing and the different 
types of hearing tests that can be used with 
deaf-bjind individu^s; Ht points out some of the 
difficultieis' involved in audjologic assessment, 
including the fact that* -Tew audiologists receive 
adequate training to permit them to participate 
meaningfully in th^ifferential diagnosis "of hearr--^ 
iQg impairment in a mdltihandicapped thild." This 
may explain why the' assessment "of so many 
deaf-blind, children is still incomplete or uncertain. 

A. Linn Murphree, M.t)., relates the interaction / 
of the ophthalmologist and educator in the care of ^ 
the deaf-blind child. He describes the ^natomy and 
physiology of the visual system and the role of the 
ophthalmologist in carihg for the deaf-blind child. 
The. section on communication between. ophthal- 
mologist and educator contains suggested forms for 
providing and requesting information. Still ai^her 
section describes low-vision aids and a pafticu- 
laply .useful list of abbreviations ^ommonly used 
by opthalmblogists. ' ^ 

Cljnical evaluation of the deaf-blind child is 
described by Ellidee Thomas, M.D., as a multidisci- 
plinary process," "including, such components as 
family-social^^ evaluation, medical evaluation, 
educational-developmental evaluation, staffmg, 
interpretation, ^nd follow-up, as well as the use of 
team members, as classroom resource personnel. 
Dr. Thomas' paper also includes an interesting and 
compsehensive report on a child being served at the 
Oklahoma Cfnter. • ^ ' 

In her paper on Educational Assessment, Nan 
Robbins describes the present statu* of theoretical 
constructs, tools, techniques, • and interpretive 
knowledge relating to the appraisal of an individ- 
ual's' assets and liabilijies for the purpose ptf 
"mental and moral developme;it to be achieved 
through instruction from another person." 
• Robbins' section 'cpntains'a wealth of information 
on various standardized tests that have been used 
with the deaf-blind, as well as a wide variety of 
developmental schedules and scales that ha4^ been 
used to assess cominunication development, tem- 
perament, effect, and^djustment. She also provides 
a compreher\sive bii^graph^ which gives sor^0 
indication of the activjiy jn th« assessment area. 

The third section contains papers describiitg the 
eontinuum of available services: infant stimulation, 
parent counseling, school* programs, prevocational 
♦programs,''social and recreational Activities, alterna- 
tive living programs, and the training of personnel. 
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Patricia Mershon, ia her l)aper on'€ase-Finding 
and Referral, describes case-finding techniqiies that 
a/e being employed in the different regions and 
fact6rs whigh are found toTntluence the outcome 
of case referral: 

» The rationale for ari early infant stimulation 
program is discussed by Madeline Appel/ who 
summahe^s relevant deveIop«iental literature and 
describes the compo^nents of an ^arly intervention 
program. ^ * 4^ 

jn the section on Home Yisitation and Parent 
Counseling, June Horsl^y^ describes the role of the 
^ome counselor and the skills that' shoul^t be 
developed, ' including ^miderstan(i^ing family struc- • 
ture, role and dynamics, developing interviewing 
skills, and conducting the actual home Visit. ' 

Katharine Best describes the different, patteriTs 
of schooling as they currently exist. She delineates 
the advantages and disadvantages of different types 
of programs by contrasting their objectives, facil-. 
ities, population- methtj^ds ^nd materials, anS'staff- . 
ing, covering both residential and day programs 
that are state supported and privately funded. Best^ 
^also deals with administrative concerns in operating 
f deaf-blihd educational program. ^ 

Edwin Hammer s paper oq Frevocational Ser- 
vices focuses on the preparation of the deaT-blind 
child for entrance into a variety of adult services. 
He describes a number bf jprojects that were 
undertaken as part of a ''cooperative study to 
assess the delivery and the pote^ltial for delivery of 
prevocational services throughout the^ation.'* 

Louis Bettica provides a background 6n ^ 
rehabilitation efforts with the deaF-blind, particu- 
lafly at the Industrial Home fof Sie Blind at 
Brooklyn and the Anne Sullivan Macy Service. The 
program of the National Center for Deaf-blind 
Youth and Adjults is described, , together with 
examples of a^vities of a placement counselor. 

John A. Nefbilft and Gordon K. Howard present 
a se«?tion on Professionaf Recreation Services and 
fro^ami reflecting <he judgments, concerns, annd 
'positions of , professionals in rehabilitation and 
recreation s«rvice to the deaf-blind. Th&y t^oint out 
tti^rt no 'more than one-fifth of the nation's ill and 
handicapped are receiving»^ny type of professional 
recreation and leisure service. For those deaf-blirtd 
with little or no employment^^.tbjs enforced leisure- 
time is particularly difficult. The challenge for 
Nesbitt and Howard i» "to make enforced leisure' 
into an experience in which ftie individual. m&y 
achieve his or her maximurn potential." ^ 

Benjamin Smi^i descri!5es bodels for the care of 
• deaf-blind children, discussing possible alternative 



, living pro^arttt as' thfe^ibrrent deaf-blind'popula-\ 
, tipn grows t()..advrithop4^ As they ^ow older,' they \ 
» wiirnaove, out of iJie'^juVi^aiction of tie Regional 
Center .- rP0gr^s<"-ft)^ Dpaf-Blind' -Children and 
' become;^ the concern of Vocatipnal rehaljilitation 
and p^rtij^larK^ ther^iatiojijaf Cenl^for Deaf-JBlind' 

• Ybutt^s ind J^uJ^ICW are funded by ^ 
^ various federal agencies, and Smith points ou^ th^J** 

need foir coordination between the programs to 
continue the 'team effprt that has.been developed 
^through ^*e regional center pfograny^nd to pro- 
vide a continuum of services. ' \ ' ^ ^ . 

Training of personnel to work Mfith .the deaf- 
blind is discussed by Vema Yi^iy who traces the ^ 
developn\ent of training* programs and desmbes " 
the various tj^pes that are In operation at this time. 
She also dis^usse§ staffing models, 'skills, and 
attitudes that are need'ed'by personnel Entering the 
field of service to the deaf-blind. * - 

The final section Iwers a variety of topics, 

• inpluding a report by parent ofjrdeaf-Jblind child 
* and papers on research ,.^ro|^am evaluation, le^sta- 

tive and legal action, methods of cortmiunication, 
and^llj^rmation Tesources.^ * * 

Marjorie JPeckef relates a moving account o| her 
difficulties in obtaining educational services for her 
deaf-blind child. While her experiences are not 
typical of all parents, there is probably no typical 
parent^ of a deaf-blind child. Her story illustrates 
vividly the problerrts and /frustrations a par.ent can 
encounter. ^_ * 

• William Blea and Dan Ov^srbe^ discuss*research 
needi^n the area ^of the ^leaf-blind. This field, in 
which personnel are heavily committed to provid-, 
in'g service, has npt been thertarget of a ^eal deal 
of research. Blea and Overbdck address themselves 
to some of the needs and ptoblems encouptered 

' and suggest a range of generarresearch topics^hat 
have direct service applicability. ^ . , 

In their p^per on Program f valuatidh, David 
Tweedie ^txl Doin Hicks point out thkt "evaluation 
becomes desirable when you think you areu doing 
well but . feel .unappreciated, whe^n you are in 
serious trouble, or when some^e with authqrity 
over vou insists that you be evaluate4 " Tweedie 
and Hkkg describe five different models that are 
' commonly used in the e^valuation of general educa-, 
tion and then turri to ev^uation^n special educa- 
tion. In the evaluation^ of services and programs 
withiA th^ field of the deaf-b|Ui(cl, the greatc^r 
'ertiphasis. appears to be on the use of measuring or 
•evaluation tools rather than on the development of 
evaluation models. The paper InQlude^ examples 
of a number of scales cuhently in use. , 



Frank Laski, in his Sflction on Legislation and- 
Legal Action',*pomts oi|tJ;that ''legal action .by and . 
on behalf of handicapped- persons in tlie i970s is 
drastically changing our relationship with these 
citizens." Laski outlines and projects major trends 
in legaU action 'with an emphasis on, those legal 
developrficnts which haye the greatest potential for 
impact ifn the deaf-blind population. He stresses 
thi "potential pf existing laws In developing legal 
institutions to protect and provide for deaf-blind 
persons in th^ years ahead.'' \ y\ _ 

. Richard Kinney, j^sident of th^'Hadley School 
for the Bliml, describes me thods'of communication 
employed by* . deaf-blind , persons.* This was 
/excerpted from another of his works, Independent 
^ Living - Without. Sight and Hearing. He describes 
.communication methods that are -commdnly 
employed, including the alphabet glove^ spelH: 
ietters into the j)alm, pne-'and two-handed alpha- 
bet, and the Morse Code. 
' ' .In- rhfofmation and Service Resources for Deaf-- 
Blind' Persons, Lou Alonso^ brings together jthe 
m^jor sources of ihformation and . reports on 
current services which have the potentiaifor beihg 
useful to xleaf-blind' persons. She describes the 
present public and private information resources 
and services of each, resource and offers some 
. observations on existing and linmet, needs. This 
chapter should be a valuable reference for anyone 
seeking programs and servic.es for the deaff-bHnd> 
Inevitably, in an undertaking of this nature ,some 
. topics would be overlooked. A number of topics 
were considered but are not included because of 
the difficiilty of obtaining suitable material. One 
such topic was sex. We asked Carl Davis, who was a 
member of an Aiherican Foundation for the 
Blind-SIECUS task force oasex education for the 
jDlind, to explore the possibiUfy of writing on the 
topic. While We *were interested" in all aspects of 
sex, we thought it reasonable to start with sex 
education. Davis mailed a questionnaire to 205 
agencies responsible for the education of deaf-blind 





children iri the^ United States. Respons^^ were 
received from' 128 of these agencies, bnly 1^0 
reported having sex education programs, and three'- 
of these w£re for^reschool-aged children. -With 
. such a small number ^f program^ and "the almost 
complete Jack of Uterauire on other aspects of se)f^ 
and the deaf-blind, we decided"' thA a suitable 
article would not be possible. 

Wath the large number of deaf-bUnd children 
from the-^^l 964-65 rubella epidemi^ approaching, 
Pliberty,. little isj?eing done-. Particularly surprisin| 
were the responses from those agencies^ * 
i]etumed the questionnaire butjthat4is 
current program of sex ^education. ISevftYiTy-oae 
cent said tha^t- they would like .tq^pfesent\a' 
program of sex ^education, \00 percent belifev^d 
there wo]uld not'be ^parental objection to such ^a 
jM-ogram, ^n(^ only 7 percent said that sufl! a pro- 
gram would stimulate inappropriate behavjor;* 
however, ^7 percent said that the communication 
skills of the students, were inadequate for a s^x edu- 
cation, program, vand 31 percent said that sex.edu- 
cation would confuse students. 

The* topics and contributors were selected by an 
advisory committee consisting of Robert Dan- 
tona. Coordinator, Centers and Services for Deaf- 
Blind Children; ,Williarn Blea, Project Director, 
^Southwest Region Deaf-Blind Cent^r;-and Edgar L. 
LoWell, Director, John Tracy Clinic. 

The papers were revie,w,ed by other 'contrijjutors 
in a series <^f face-to^face meetings. In this proces^, 
we 'axe' grateful for the assistance of Doin Hicks,^ 
Dean of Precollege Programs at Gallaudet College; 
Washington, D,C.; S. C. Ashcroft, Director of 
National Center on Educational Media and Mate- 
rials for the Handicapped at Columbus, Ohio; and 
Joseph J* Pami<^y, Director of Nisonger Center at 
Ohio Stite University, Columbus, Ohi6, for their 
very considerable cfontributiort to the revfew pro- 
cess. We are also grateful to Fern Root Roberts and 
Rob^t Frisi^a for reviewing some of the papers. 
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^ucation of the Deaf-Blind 
in .fnie United \States of /Tmerica 
s 1837-1967 



Edward J. Waterhoute 
BirectdrrPerkins Sthool for tlie Blind 



From Ihe , earliest days of recorded history to the 
eighteenth century' virtually no record exists oV • 
persons' who were both deaf and blind. Possibly the 
sple exception is. found in Governor Winthrop's 
Journal for 4637. 

There was an old^oman in Ipswich who camd out of. 
England, blind and 3eaf, yet her son could make her 
undenKtai^d anting, and know any man's name by her 
sense of^feelljBfie would wfite upon her-hands some 
letters of th$ nShie, and by other §uch means woulS ' 
' mform her (Perkms,^ 1841). . - 

^ Dugald Stewatt, fhe nineteenth century Scottish 
philosopher, suggests that the grept majority of 
Wind deaf-mutes have been destroyed* by the 
neglect or .violence of {heir relatives (Stewart, 
1812). This gidomy -supposition is reinforced by 
conditions wTiich have prevailed to this day in 
' many areas ipf the woria, particularly in Asia and 
Africa, where almost no inforpiation about the 
deaf-blind is available. Workers there among the 
handicapped concede the possibility that children 
bom deaf-blind do not' survive infancy. Thi» does 
hotr^xplain wny there are no records of those 
perspnfVho had a nonna4 childhood .but became' 
deaf-bhhd in adulthood. Surely these persons 
existed at all times arid in all countries. 
^ In the eighteenth century a few writers specu- 
lated that the deaf-blind, should such persons ever 
'exist, might be educated. The Abbe Sicard at the 
* Institution for the Deaf in Pans contemplated that^ 
the deaf-blind person might exist **as a possible and 
not altogether improbable event among the various 
physical calamities to which our species is liable'' 
(Stewart,- 181 2). 

God forbi(l that a child should ever be brought mtc/the 
• 3¥orld without any substitute but the hand for the eye 
and .car? But as, unfortunately', such a deviation of 



nafiire from her usual course is an event but too 
possible, let^us consider beforehand what may be' done, 
by way of remedy or of alleviation. To restore a mart to 
'society, to his. family, arid to himself; would be an 
enjoyment too exquisite, and a conquest too proud, to 
permit us* to abandon the 'Tfcdfrtakihg' in despair 
(Stewart,^ 812). 



^ Early Education of Deaf-BIin^ Persons 

Just who the flt^r^eaf-blind child was to be 
given air education is uncertain. Probably the first 
deaf-Wind pupil to be taught language effectivefy 
was Victorine Morriseau ( 1789-M 832) in Paris. She 
lost her hearing "at a tender age" and became blind 
from cataracts when she was twelve years of age. 
Burnet ( 1 835) relates that she was instructed in th^ 
truths of religion "by expedients similar to those 
which enabled the b'lind to read and write.V Her 
^instruction seems to have be^n confined to ifeli- 
gion, and she remained in the Paris institution until 
her death, happy in the thought "of the promised 
life to come." - 

James Mitchell'wa? bOrn on November 1 1, 1*795^ 
in County Moray^ Scotland, the son of ^rpinfeter. ' 
Mitchell's b|indrfess, which \yas not absolute, 
resulted from congenital cataracts. His deafness 
was complete and also congenital. He was brought 
up in a cultured family and, with the helpu.of'a 
sister, learned to co^nmunicate by signs. Two. 
operations on hjs eyes and needling of his ears* 
failed to produce permanent results. He seems to 
have had at least normal intelligence and to have 
led a contented life with his family as a child and 
youth. Nothing seems to be known about his adult 
life or when and how he died. . 

Early in the nineteenth century, several deaf- 
blind children appeared in the United States, and 
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the theories propounded ^sewhere had to be put 
into practice. ^BurweHfesS) was not very optimis- 
tic about ^he possibilities for success, not because- 
he doubtefl the ability of the pupil to 4<jarn, but he 
questioned the endurance of anyone who 
attempted the tasTc of teaching the deaf-blind. 

For ourselves, though we^^k the education of a deaf, ■ 
dumb, and blind person, even if So front birth, within 
the bounds of possibility, yet we also think it more than 
^ -doubtful, whether any philanthropist will ever be foGnd, 
who, will devote^ himselt^^ such a work ^ with the 
disinterested zeaLand patient-perseverance n^essary to 
success. ' 

. Subsequently, SamuerCridley Howe, the first 
Director of Perkins School for the .Blind, proved 
Bumet to be mistaken, an example. $inAj followed 
by a remarkable series of men and women, many . 
of them Americans. 

Laura Bridgman, 1829-1876 

■ In contrast to the scanty records made of earlier 
deaf-blind persons, the story of the education of"^ 
-Laura Bridgman' has-been related in great detail. 
Dr. Howe, the- Director of vPerkin^ kept careful 
records of his teaching methods and Laura's 
progress. The annual reports of Perkins School for , 
the *Blind contained lengthy accounts of her 
achievements. G. Stanley ^all (1904) yanked them 
among the most valuable^pedagogic literature. 

Some of the teachers who assisted Dr. Howe in-^^ 
Laura's education also kept records. M^ry Swift 
Lamson, Laura's teacher from 18^1 to r844, 
published Life and Education of Laura De^^y 
Bridgman m 1879, three years after Laura's de^. 
In 1903, two of Dr. Howe's daughters, Maude 
Howe ^nd Florence Howe Hall, published Laura 
Bridgnuin-Dr Howes ^mnous Pupil and What He 
Taught Her Laura also kept a journal for many 
years rSlie^Was a voluminous writer of letters, using 
the square-hand penmanship developed at Perkins 
by Dr. Howe. She is one of the most completely ^ 
documejiled ^pils of alKtime. 

Laur*^as bom on December 21, 1829, near 
Hanover, NQVy Hampshire, Xhe third daughter of a 
successfuh farmer and his wife. Dr. Howe^describes 
the child as follows: 

She was bom of intelligent and respectable parents in 
Hanover, New Hampshire. WhTen she attained hersecond 
' year, ^e was more ' intelligent and spriglitly than 
common children; she could already prattler some syords, 
and had mastered the difference between A^and B. But^ 
she sickened and came near unto death; the disease 
seemed to have fastened upon the externil organs of 
sense, and in five weeks it was perceived that her sight 




and hearing were forever destroyed. During sever* Weeks 
of pain and fever, she' tasted not a morsel of food; for 
five months she was obliged to be kept in a darkfned 
room; it was a year before she could sit up all day. She 
Was now four years old, and her health and strength 
began to be established. She learned to go about the 
house find manifested a desire to* be employed. But she 
was not only deaf, and dumb, and blind, her isolation 
was still more*complete-the sense of si^ll was so 
blunted ^s to ht entirely useless, and only affected by 
pungent odours; of course, half the pleasure of taste was 
gene, and she manifested indifference about fhe/lavor 
of food (Perkins J 848). ^ , \ 

Laura's parents were fully occupied. wiTh the 
farm and household chores. They had little timjs to 
give special attention to a handicapped child. 
Fortunately for Laura, a friendly neighbor named 
Asa Tenney became her devoted friend and play- 
mate. As soon as she could wAlk again, Asa would . 
lead her out into the woods and fields, vsfhere she 
leame^d the feel of many objects anxl the difference 
betM^een land and water. He taught her to recog- 
nize many objects, and hfs, affection must have 
helped her through' many difficult days. However, 
he failed to realize her ne^d for*a system^tiu^raeans 
of communication, and when the time came, he 
could* see no reason why she should leave home for 
school. 

Fortunately for Laura, her home was only seven 
^miles from Dartmouth College. When she was seven 
years 6ld, a college student who «ame to the farm 
was scf moved by her condition th>it he reported it 
to Dr. Mus^^, the Head of the Medical Depart- 
meht at Dartittouth. Dr. Howe wrote later: 

The first knegledge I had of Laura's existence was from 
reading an |qEourjt\of her case written by Dr. Mussd}(^, 
%n jgsidefljat Hanover. It struckTme at once that here 
v^^'an opprfitunity for assisting an unfortunate child, 
' and moreovlr, deciding the question so often askerf, 
whether a blind-mute could be taught to use an arbitrary 
language (Howe and Hall, 1904). 

is 

In the spring of 1837, D^^ Howe traveled t<r 
Dartmouth and visited Laura and her piarents. He 
eagerly offered to see what could be done to 
edu^cate her. In Oct6ber, Jt837,^Lapra's parents 
took her to Boston, where Di*.' Howe assumed 
personal responsibility for her instruction. 

Dr. Howe allowed -Laura \omt days to become 
^adjusted before he started \o ""give* her actual' 
instructions. ~ . ' 

The first experiments were made by pasting upon several 
common articles, such as keys, spoons, knives, and the 
like, little paper labels on which the name.of the article 
had been printed in raised letters. The child sat down 



with her teachers an4 was easily led to feel these labels, 
and examine them <nrtously. So keen was thJ sense of ^ 
• touch in her tiny fingers that she immediately perceived ' 
that the crooked lines in the word *key' differed as much 
in form from the crooked lines idMe word 'spoon* as 
on/arficle differed from the other^p . 

Next, similar labels, op/tietached pieces of paper, were 
. put into her hands, Jttfd she now; observed that' the raised ^ 
letters on these. labWs resembled those pasted upon the * 
articles. She showed her perception of this resemblance 
by placing the label with the >yord *key' xxpofi key, 
and the label 'spoon'^upon the spoon, A gentle pat^f 
approval upon her head was reward enough; and she 
showed a desire to continue the exercise, though utterly 
unconscious of its purpose. ^ 

ThiTsaine process was then repeated with a variety of . 
articles in conunon use, and she learned Jo n^tch the 
label attached to each one by a similar laber selected 
from several on the table (Howe and Hall, 1904). 

Up tQ this point, although Laura was learning 
more and more, Howe did not think that anything 
encouraging had happened-notmuch more success 
than in teaching a very intelligent dog a variety of 
tricks. But they were approaching the moment 
when the thought would flash upon her that all of 
these activities were efforts to estabhsh a me^ns of 
conununication between her thoiights and {hose of 
her teachers. / 

The poor child had sat in mute ahiazerafent arid f^tiently 
imitated everything her teacher didi but now the truth 
began to flash upon her, her intellej/t began to work^she 
^ perceived that here was a way by which she could herself 
make up a sign of anything thaVwas in her own mind, 
. and at pnce her countenance lighted up with a human 
expression; it was no longer a dog or parrot -it was an 
immortal spirit, eagerly seizing upon a new link of union 
with other spirits! I could almost fix upon the moment 
when this truth dawned upon her mind, and spread its 
light to her countenance; 1 saw that the great obstacle 
WAS overcome', and ^^hat henceforward nothing but 
patient and persevering, plain and straightforward efforts 
were to be used (Howe and Hall, 1904). 

Dr. Howe now realized that if Laura continued 
to reach out for knowledge and understanding, j^he 
couJd l)ecome a well-informed and well-^duc^ed 
^ woman. This indeed happened. Her wrifing, indud- ^ 
ing a number of t)oecns, testified to this fact. She 
developed a strong religious sense. She was capable 
of discussing doctrinal points with a mature under- 
standing* The question as to whether a person 
deprived of sight and hearing in infancy could 
indeed become an educated adult had beeh 
answered affirmatively and unmistakably. Her 
accomplishments were certainly comparable to,^ 
t^ose of many successful deaf men and women. 



in 1851, Laura's schooling >vas considered to be 
completer She was returned to^ her home in 
Dartmouth. Although she had taught the manual 
a^hab^t to her mdther so they could communi- 
cate and her ffinily seem^^jo.welcpme her home, 
Uatira^did not adjust tor leaving Perkins. She pined 
for the insfitution home and friends in Boston 
^Euntil her life seemed to be imperiled. She was 
readmitted to Perkins, A secoiki attempt to return 
her ta Handver two years later also failed. From 
then on the fact tiSt.she would remain at Perkins 
all hfr'life >yas accepted. She spent hpr days at the 
school, sometimes assisting with the girl^' lessons, 
particularly sewing *and handiworjc at which she 
was hiplily proficient. » 

Whether or liot Dr. Howe aild the Perkins staff 
could have prepared her better for life outside, the 

^institutibn is d<^ubtfuL Clearly, Pejkins protected 
her from experiences and prcfssureS that itii^t have' 
done much harm, to her sensitive nature. The day 
of the in^ependeni, self*supporting, deaf-blind man 
andsi^O^n had not yet come. 

Significantly, Laura's successful education 
brought about by the devotion and intelligence of 
untrained people. Dr. Howe Was a physician, not 
an educator. The records do not indicate whether 
the succession of, ladies, including^ Misses Drew, 
Rogers, Sv^ift (Larhson), >Vight, and Paddpck, had 
anys special expertise in teaching. Women at that 
time had no opportunity to obtain an advanced 
education,^ and none of 'them had access to 
^literature which they .could study on the subjett of 
the deaf-blind, for none e;cisted. They were, of 

^ course, -fortunate in dealing with a pupil of 
intelligence, great eagerness to learn, and dogged 
perseverance. 

Although .Dr? Howe was a great proponent of , 

' oral edncation fior the deaf,' he did not attempt to 
teach LaiUra^'to speak, though he was confident it 
could have been done: His excuse, a, very under- 
standable one, was that he just did not have^ime- 
tp enibark on such an arduous task or even to ' 
supervise' a n9ther in carrying it out. Laura, did, in . 
fact, articulate a number of hwnosyllables/some of 
which she ^ used to identify her friends. Lack of 
funds, as "well as dack of time, may alsb have 
hampered him.^ It wa's^not until 1841, with help 
from a generou* donor, that he was able to employ 
a teacher exclusively for Laura,, and Miss Swift 
must^ have found her task challenging enough 
without Attempting to teach her pupil to speak. 

Laura died tr\ 1889, surviving Dr. Howe by m6re 
than ten years. She lived to; meet the young Helen 
^tlkr, whonf Anr^e Sullivan brought to Perkins. 



Since Anne' had learned the manual alphabet from 
' Laura, it could be said that Laura also contributed 
in a^ small degree to Helen's remarkable education. 

* Julia Brace, l8Cr7- 1884 

Although^ Julia Brace was born -22 years earlier 
than Laura Bridgrpan, a clearer idea oMier accom- - 
plishments and limitations can perhaps be gained if 
• they are compared with -those of the younger 
woman already described. . 
*^Julia wj borti in Hattford? Connecticut, on 
June 13, 1807. When she was four and a half years ' 
of age, she contracted typhus fever, which deprived 
her of sight and hearing. Until this time, she- had 
been healthy and was apparently of normal intelli- 
gence. Like Laura Bridgman, she was skilled at 
' sewing, and like Laura, she mastered the task of 
threading a needle with her tongue. ' 

As she approached adulthood, it ^eqmed neces-^^ 
sary that she should be provided with' a home,* 
s whej^ all her wants might be supplied, '^''and her 
means of happiness, if possible, increased" for the 
remainder of her life (American Asylum for the 
Deaf, 1837). \ 

With this idea in mind, the directors of the 
Amencan. Asylum for the^eaf (nofW the American 
School for the DeaO ipHartford, Connecticut, 
^ received her under their care when she was 
eighteen years of age. - 

In 1837, the Asylum reported, "She has now 
been about 12 years^afl inmate of the Asylum, and 
the kind intentions of her benefactors have been, 
fully realized" (American Asylum for the Deaf, 
1837). Since it was not their intention to educate 
her, she had serious Ijmitations in communication. 

Many* reasons have been cited for Laura's 
'^'success'' and Julia's ''failure." Julia had the 
advantage of a normal life until she was approxi- 
mately four and one-half years of age^while Laura 
was pnly twenty months , old when she lost her 
' sight and hearing. Julia had an extremely sensitive 
sense of smell, which she put to good use in 
identifying objects and' th^ir owners, whereas 
Laura's sense of smell was defective. Although 
both families seemed to have^done the best that 
they could with their handicapped children, Laura 
had the friendly support of Asa Tenney, while 
Julia was exposed to at least one male member 
who was described as "urrfeind^" Liaura was seven 
^ when she was introduced to language, 'and Julia* 
was at least eighteen. A. pathetic difference exists 
between.Howe's descffption of Laura's eagerness to 
learn and the Asylum^^s report that the experiment 
to teach Julia'words "soon became uninteresting te 




her" (American Asylum for the Deaf, I837).^ulia 
was apparently influenced by the admitted fact 
that Tit wasj of course, very tedious and laborious 
to her teacher at Hartford." 

No one can answer these questiofls, but subse- 
quent experience with deaf-blind children bears 
out the !mt)ortance of eariy beginnings, and of* the 
necessity of establishing a close relationship 
between teacher and pupil that rises above tedium. 
Finally, if 'a deaf-blind person is to grow, in 
understanding of abstract ideas, and even acquire, 
a^ Laura did, a strong religious faith, communica- 
tion by signs i^ insufficient, and language develop- 
ment is a necessity. 

Other Deaf-Blind Pupils |, 

Dr. 'Howe had three other pupils during the 
J 840s. Jhe first to Arrive was Lucy Reed, who was 
born in Qptober, 1827. She entered the'schoot on 
February 18, 184Cr. Her eyes were weak from 
birth, but her hearing was good until she was 
approximately three years of age. At that time 
abscesses in her ears destroyed her hearing^. She 
quickly lost the use of words. Her eyes became 
diseased shortly thereafter, but she was not con- 
sidered totally blind until she was eight, when she 
was*injured by a rose bush. Little is known of her 
during the next few years, but her temper was such 
that she was thought to be mentally deranged. 

• Then she entered Perkins. Dr. Howe describe^ h\r 
"as in a lower stage of humanity, than any huma\^ 
being" (Perkins, 1842). 

The first few lessons were so stbrrpy that Dr. 
Howe had to protect himself from being scratched 
with a fencing mask ?nd gloves. By* July, however, ^ 
she had calmed down and had learned the names of 
a few objects and how to spell them. How far Dr. 
Howe; might have gone with Lucy will *never be 

.k|^wn; her, parents took her home in July, 
e»^cting that she would die within 'a year and 
insisting that she should be allowed to do so 
comfortably at home. Sh^ actually lived until 
August 4, 1904, making her home with relatives 
and occupying herself with sewing and other kinds 
of handiwork.* ^ ' ^ 

Within a few weeks of Lucy's departure, Oliver 
Caswell (1829-1896) was admitted to Perkins. He 
contracted scariet fever wh^n he was three years 
and four months old. Jn six montiis he Iqsfc^all 
power -of articulation. As soon as he arrived at 
Perkins, his thirst for knowledge- was shown by his 
eager examination of everything he could feel or 
smell (Perkins, 184?). 
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'He had learned some signal and Dr. Howe's first 
objective was to stop the jtise of those signs and 
introduce Wm to the names, of variou^bjects. He 
learned more than half a/do?:cn letters in half an 
hour. Assisted by Laura, /Dr. '^Ho we and Miss Swift 
taught Caswell with the sahie methods that had 
been used to teach Liluia. He was a passive student 
compared to Laura /and easily ^satisfied. He 

f|mained at Perkins yntil he was twenty-sevcQ 
fears old* Ae returned to his Home in Rhode 
Island, where he seetii§ to have lived contentedly 
until his death in 189o. Laufa enjoyed his com- 
pany and made frequent mention of him in her 
jpumaK 

The last of Howe's pupils was.Almira E. Alden, 
who was born about 1837. Almira came from 
Dixmont, Maihe, and possessed a 'little sight. She 
became deaf when she was seven years old, but she 
retained her power of speech. Dr. Howe saw in her 
indications of uncommon intellectual capacity 
coupled with a strong will and violence of temper 
far beyond her years. 

Laura gave Almira dai|y lessons, and her com- 
n^ents upon this experience, were often quaint and 
amusing/ Beyond the ^pte that Almira went to the 
American AsytUm for the Deaf in Hartford, Con- 
necticut, up^n leaving Perkins, no more is known 
about this «*iid (Perkins, 1847). - /* . 

Helen Keller Story 

Dr. *%owe died in Janua^, 1876. He was 
survived by his farnous and successful pupil, Laura 
Bridgmah, whose education, more than that of.any 
other of his clients, had made his n^me, well as 
the name of Perkms.^^nown in many lands. His 
fame* lived on to produce momentous events eveg 
after hertttath. In January, 1842,- four years after 
Laura arr^d at *Perkins, Charles Dickens, accom- 
panied t^i^his wife, was Brought to the school by 
Chatles Sumner. Dr. Howe was not present. 
According to Miss Rodger, Mr Dickens ''did not 
deign to notice - anything or anybody except 
Laura," who was there under Miss Swift's carec 
(Howe arjMlalU 904). 

Here mdeed was a subject suited to Dickens' 
power of description In American Notes, wh[ch he 
published on jiis return to England, he tells of 'his 
visit. Although Dickens' American Notes is prob-^ 
ably not widely read today, it was being read 40' 
years after hi^ visit, even it\ rural Alabama. In 
Tuscumbia, the yourfg Mrs. Keller re^^d it and got 
\n touch with Michael Ar^agnos, the second direc- 
tor of Perkins, asking him if' he could provide a 
teacher for their c^af-blind daughter, Hefen. 



A^agnos knew of no one who. had any experience 
t^ching the deaf-blind. This no doubt worried him 
l0$s than it would worry us today. Laura Bridgman 
htd'been taught by people who learned by'doip.g 
aiid by the use of their intelligence and imagina- 
t^ns. '^elen Keller would have to manage the same 

Whether Anagnos really -believed that Anne 
Sullivan, who had graduated a few weeks before, 
was a suitable' person for the taSk, or whether he 
suggested her because he could not think of^ 
anyone else, is hot certain. Anne was available. 

Aitagnos suggested that Anne read Dr. Howe's 
'voluminous reports on the teaching methods used 
with Laura, Oliver Caswell, and Lucy Read. Read- 
ing these reports took sever,al nionths and hurt 
Anne's eyes. Her eyesight varied considerably 
throughout her life, and she was not re^dy to travel 
south to meet her pupil until March, 1 887^ 
- Helen, who was then six* years of age, had been 
totally deaf and blind since the age of nineteen 
-months as a result of Vacute congestiolfe"x)f the 
^tomach and, brain'*' (Keller, 1904). Anne found 
tbaf Helen had been very much spoiled by her 
family and that she was subject to violent tan- 
. trums. On one occasion, Helen had overturned her 
baby sisteA cot, and it was feared she might cause 
serious damage. ' 

V Tbe frustration of deafness and blindness has 
•frequently caused violence among children. Laura 
* Bcjdgman telated that as a child she hadbthrown 
' her cat in the fire. Many deaf-blind chifdren have' 
been equally violent. 

"^"•In spite of the tantrurps, Helen responded to 
attempts to teach her the nanjes of familiar objects 
in the manual alphabet. Although at first this was 
<a» nothing more to h?r than an interesting game, the 
,f significance of what she was learning dawned on 
her sudflenly as it apparently did to Laura Bridg- 
' man, many years before. Aqne 'Sullivan described 
|he incident in a letter to Mrs. Hopkins (Braddy, 
^933). \ 

« * . Thil morning, while she w5s washing, she wanted to 
know the name for 'water.' When she wants to kilow the 
name f6r.anything, she points to it and pats my hand. 1 
spelled 'w-a-t-e-r' and thought no more about it gntil 
after breakfast. We went to the pUmphouse, and I made 

• Helen hold^her mug underjHfe spout while I pumped. As 
the cold water gushed forth, filling tKe mug, I spoiled ' 

' 'w-i^rt-^-r' (t\ Helen's free hand. The word coming so 
close upQn8l3tie sensatTon of cold water rushing over h^ 
fiand seemed to" staitle her. She dropped the mug and 

* ^ood one transfixed. A new light came mto her face. 
-She spelled 'water' several times. Then sl^ dropped to 

the ground^and asked for its name. She pointed to the'i^ 



pump and the trelhs, and suddenly turning around, she 
asked for my name. I spelled 'teacher^* Just then the 
nurse brought Helena little sister into the pumphonse. 
a-nd Helen spelled 'baby' and pointed to the jiurse. AIL. / 
the way back to the house she Was highly excited. S]}9^ 
learned the name of every obj^t she touched, so th^'in 
a few- hours she had- ad d^ 30 new words her 
vocabulary. " / ' • 



But if April 5, 18^. was a momeif^as day for 
Helen, it was no i^s for her teacher, not because 
Helen had at last gotten a finm grip on the key to 
language, but because' that night Helen for the first 
time on her own accord snuggled into btd with her 
and kissed her. "I thought my heart would burst,, it ' 
was so full of joy," Anne wrote/Thus began whaj 
has become one of the most -famous iteacher and 
pupil relationships on record, • ' • 

Arine soon began to depart froiji some of the 
methods which Dr. Howe had used ^with Laura 
Bridgmai\. Howe was sufficiently advanced not to 
teach Laura the letters of the alphabet in regular 
order but to. use* them I'n thf spelling of words. 
Anne went much further. She^ talked to Helen just 
as, she would to a heanng child, not worrying too 
much whether the words she used^ver^ understood 
or not, which how normal people learrl. From 
the sound of unfamiliar words, which becotne , 
familiar with repetition and varied context, they 
learn'to understand thei^ meaningT 

We should pause, however, and think of the 
enormous phvMCar and nwntal effort that was. 
required to carry this kind of practice. Hekn mdst 
have read literally* millions of, words frora Arlne's 
fingers. ^ Anne transcribed naany textbooks into 
braille, some of^fhem in foreign Mnguages "which 
she could not understand. The ctevotion of this* 
teacher h§s perhaps never been matched by' anyone 
elsie. The perseverance of the puf)il was equally 
great. . ♦ . . 

Nobody knows how fi^r Helen Keller would haye 
gone without Anne Sulljvan, and it is perhaps idle 
to speculate. The • two of them moved .from 
Tilscumbia, Atabama, to PerKins, where they were^ 
in residence from O(:tober, 1889, to September, 
1893.' During this time, >Ielen learned that, a 
deaf-blind girl in Norway had been tau^t to speak. 
Helen at onge desired to do likewise. Anne turned 
to Sara Fuller, the Prixicipahof the Hprace Manri 
School for the Detif jn Boston. 'wtio gave Helen a 
^ few lessons in articulation.^ These were earned on 
four years later at the Wng'ht-Humason School for 
the Deaf 'in New York. Many years later (1910) 
Helen had vocal lessons with Charles A. White at 
the New England Conservatory of Mu^ic in Boston 



an effort to produce a speaking voice which 
i^uld be' pleasing and intelligible to her hearers, 
.ielen was never satisf^d with the results, and 
'frequently complained th^t her inabilit^o make 
people understand her ' easily was thfe greatest 
disappointment in bef life. Nevertheless, her 
frienji^^ Could understand her, and with a little 
practice, strangers could also. 

Helen Had.a strong desire to go to college, and to 
prepare herself she enrolled at the Cambridge 
School for YdWng Ladies m Gaipbridge, Massachu- 
setts, with Anne Sullivan at her side. As the wCrld 
well knows, she was the first deaf-blind 'person to 
receive a'bathelor's degree from Radcliffe College, 
an accomplishment that was not to be repeated for 
40 years. . . ' 

Since Helen Keller's intelligence was unquestion- 
ably of a very high order, it difficult to draw 
many conclusions ' from her life in terms of 
educating the deaf-tjind. However, no one doubtS; 
the extraordinary influenee she has had, not only: 
•on persons working with the handicapped, bq^ 
even more so^ on the handicapped. Uer inspiratioB 
, has^befert imnieasuTaWe;*tbis |^ct is supported 
countless agencies, for the blind and for the deaT 
throughout the world N*h^ich bear her name, many 
Of which she he^ed tp'^establi*. ^\ : 

■The time has passed, HT)\^ever, when any deaf»' 
_blind child can expect the complete devotion antl 
attention that Helen received from Anne SuUivan* 
Education Mfi the twentietk century has to be put 
m a broader basis with the ta^ shared by more 
than one person. 

. State of the' Art at the Turn of the Century j. 

In f904. William Wade-of Pennsylvania, a gener- 
" ousTWnd of Helen" Keller and bthej deaf-Wind 
persons, printed a monograph that contained the. 
names of deaf-blind f)er^Q^ns'who had been brought 
to his attention'and a number of significant articles 
that dealt with the education of the .deaf-blixid. 
*Xhe monograph 'is virtually the only source of 
information, concerning the state of the art in 
America at the turn of the century. ' - 

Wade- gives some statistics, which, although 
incomplete and inaccurate,' seem to- be the best 
available. H^ cites 54 deaf-blind persons who- lived 
in America m the nineteenth century. Thirty-five 
of them, 15 males and 20 females, were stilHiving. 
Sixteen were still in school, ten in different schools 
* for thejieaf, four in two schools for the blind, and 
two in the- Colorado School fOr the Deaf and Blind. 
The New York' Institutior|^. for the Instruction of 
the Deaf in Washington Hei^j^, New York (now 
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the New Vork School for the Deaf, White Plains, 
New York and Perkins School for the Blind each 
had three. / 

Wade also listed a number ^f men and women 
. who lost one or both senses their schooling ^ 
was* completed. Most of these pweople were deaf. ^ 
first. And h^ • listed «ome persons who >)i;ere 
. partially deaf and blind or with ona sense entirely 
■ lost and the other very deficient. 

In hifcnonogr^Ti, Wade describes the education 
of eight deaf-blind girls and boys at the New York ' 
Institution for the Instruction of the Deaf, the^first 
of whonv, James, Caton, bom in- 1861, was 
admitted as a deaf pupil iit4871: He lost his sight 
three years later. His teachers conferred with tfiose 
at the school for the blind, and a program >i^as^f 
devised which included the use of the arithmetic 
slate and books printed in embossed type and the 
form of braille known as New York Point. For 
, writmg he used a grooved writing board. But the 
principaf instrument in his instru^ion was the **' 
manual alphabet. ' 

Encouraged by Caton's progress, the school " 
accepted a number of other doubly handfeapped 
• pupils. In 1883 the class had grown to six pupils, 
all of them deaf, three of whom had no vision and 
three who had "vision ihipaired.*' ' * 

* Among Carrier's pupils was. Stanley Robin^n, 
who was bom in Canada in 1865.* He became deaf 
at the age of seven and gradually lost his sight. He 
is described by Wade as being "of considerable 
mental ability; he has written for the public, and 
written well.*' 

Another Ciirrierstude^was Katie *McGirr, who 
'was bom in 1880 and lOst her sight and hearing as 
the result erf exposure to a b^izzard at the age of 
eight. She learned to read six differeht4ype faces 
for the bhnd, which was said to be more than any 
other person living. She seems to have been well 
educated a»d^ was capable of writing a lucid * 
account of her childhood. She was still in school ' 
when Mr .Wade issued his monograph. ' 

Wade's monograph also ' includes detailed 
accounts of the schooling of several deaf-blind 
pupils in other schools. Dora Donald reports on her 
Bupil, Linnie Haguewood, at the Iowa School for 
tnp .Blind' in Vinton, Iowa, and the South Dakota 
School for tl;ie Blind. Bom in 1879, Linnie lost her' 
sight and 4iearing from having^ contracted menin- 
gitis at the age of eighteen months. Ada Lyon tells 
of her young pupil, Leslie Oren, at the Ohio 
Institution for the Education of the Deaf . Bom in 
1893, Leslie lost sight and hearing from having 
contracted spinal meningitis under two and one 



^ half years of age.. Anrfa Gardner, Fish tells of - 
Elizabeth Robin, ^dith ^Thomas, aid Tommy 
Stringer at Perkins. AH of these pupils received the* 
" best of care and made satisfactory progress^ 'in 
school, but for the most* part their adult lives ^re . 
hidden in the' obscurity of their, families and, 
occasionally, of institutioijs. 

By tlie end of tbc century* .the inevitable , 
question was being raised, whether, the .deaf-btind 
should be educated ip schools for the deaf or the , 
blind, * * 

The popular saying that-**traditionally the. deaf-, 
blind have gone to schools' fof the bhnd" is not 
entirely tme. The idea probably came from the 
fact that of the malny deaf-blind persons up until 
the^ mid-twentieth century, only the name^' of - 
Laura Bridgman and Helen Keller, both of whom^ 
were associated with Perkins, werevknown beyond 
their immediate circle, ^. 

Wade', who wa^ a m'aji of strong conviction, 
mak^ the case for schools for the deaf tjut 
acknowledges the successes Achieved at scKools for 
the blind (Wade, 1904).^ 

" I am firm in my conviction that the schools for the deaf* ^ 
and their instructors, are bettei^ prepared for teaching 
the blind-deaf than are the sdltols for the blind. The 
very first need of the untaught blind-deaf is power of 
6om£nunication with others— call* it language, if you 
^wish. Instilling this is the first instinct of the teacher of 
the deaf^ and is the daily' work of such a teacher. "Rie 
teacher of the blind does not need this.^Of cQurse, very 
many pupils have bee/i taught in our blind schools, «and 
■ ihp Perkins Institution for the Blind has crowded itscff 
with glory as the pioneer of the world in it. 

In actual numbers," the New Ygrk Institution for 
the Instruction of the Deaf educated as many 
deaf-blind^ pupils in the \' nineteenth century ^aS' 
Perkins (dd. Ho>yever, the American Associatioti of . 
Instructors of the Blind (now the Association of 
Educators for the Visually. Handicapped) recom- 
mended in 1891 that -deaf-blind pupils should be 
educated in schools for the blind. . 

Wade, along with other contributors to his 
monograph, did ■ not think prior experience was 
necessary to te^ch the deaf-blind, and' he deplored 
a suggestion itiade by Helen Keller that she and 
Anne -Sullivan establish, a tfaining^ school for 
teachers of the .deaf-^)l)nd. With this exception, he 
strongly defended Helen Keller and Anne Sullivan 
against all criticism. ^ 
/- Wade*s monogra[)h makes dear that as the 
/twentieth century got under w^, educators, of 
|bli»d and deaf were 'accepting deaf-blind childripn, 
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soine of them very Violent and unpromising, and 
assigning speeial teachers to ed'ucate them. 

Numbers were still too small in any school or at 
any-one time to organize a special department, but 
on occ^^idivboth thelMew York Institution for the 
Ijistruction qf the Deaf and the Perkins School fpr., 
the Blind had special classes.^ ** * ^ 

.Wat Wade did not report is the number of 
de^-blind children ^who, through the ignorance of 
their parents, never am)li^d for admission / to 
sch^>ol, or, having applied were rejected as unsuit- 
able for education. ' . / 

- u The Education of feelen Schultz 

Helen Scliult^, whi^lost her sight and heading as 
a 0hild,.was the first woman to succeed to any 
degfee in living the normal ^fe of a h9usewife, 
Helen was born in October, 19p4Jn Jersey City, 
New Jersey^ Of all the people mentioned so far, she 
is't>ie only one still living at this time (1975). When 
she iwas seven^he lost^ her sight and hearing 
throiigh iritis and spinal meningitis (Hayes, 1926). 

The New Jersey Commission for the Blind h^d a 
policy of educating as many of its blirid children as 
possible in special classes in the public schools, 'and 
Helen was enrolled as a regular pupiK An older 
child in the neighborhood acted as her guide to and 
fcom school. 

A special effort was made tp l^eep her articu- 
lation as, ilear as possible, a p^-oblem which was 
rhade rriore dlfpcult by the Germanic gutteral voice 
^he had inhe^^ted, from her parents. This effdrt, 
howe.ver, was so successful that to'tfiis day she 
^speaks clearly and is able to deliverpubltc lectures 
on the de^f-blind-'She was faught to read script 
aQd pnnted letters inscribed Mft thq^ palm .of'her 
hand, to read the manual^^^e-hand alphabet, and 
to read and write braille* Sne became very expert 
in air of these. 

Helen was. then admitted to a special class for 
girls in the public schools of Montclair and later to 
a class , for the blind in the pubHc schools of 
Newark, New, Jersey, where she, completed the 
eighth grade and devoted much^timd to handwork 
and sowing. S^e ;Shared in household tasks and 
made many ^ticles of clothing, both for herself, 
and others. Her social life was varied and included 
membership in church groups. 

She eventually, married » keepmg house for her 
husband while he, farmed in Minnesota. No>y that 
he has turned to <lifferent. employment ilf Minnea- 
polis, Helen contiaues to care for her house and 
husband very effectivejy, Hcf home is spotless, her 
cooking first-rate. As already mentioned, she. 



devotes time to lecturing, which she does charfSh;^ 
ingiy ahd effectively. ^ 
Helen was the first deaf-blind woman to accom- 
plish this degree of normality. Although a few 
deaf-bliri4 women who are completely without 
sight a'ri'd hearing since 'childhoods have become 
self-supporting, none of them has seemed to 
establish a family life as normal as that of Helen. 

S • 

Growth at Perkins School x 

A new chapter in the education of the deaf-blind . 
opened when Inis B. Hall arrived at Perkins inj 
M931, accompanied by a deaf pupil. Tad Chapman) 
(Perkins, 1932).*Miss Hall was a trained teacher ofk^ 
the deaf' who had learned from Sophia Alcom in 
De.troit the vibration method of teaching speech, 
which has come to be known as the Tadoma 
method. The name is a combination of the names 
of the first two pupils taught in this way. Tad and 
OrMt. The technique involves placing the pupil's 
hands on the teacher'^ face and throat sathat he or 
she can feehthe vibrations of speech, after which 
the pupil imitates the same motions to produce 
speech in return. ^ . . > 

This simple description should not obsci^e the ^ 
fact that success with fhe vibration technique 
depends on endless repetitions of words and 
untiring perseverance ^by teacher and pupil alike. 
Not -every teacher has the necessary patience, and^ 
large' percent of.deaf-t)lind pupils are^.incapable of 
acqu,irinj|-$peech in this manner. A 

The 1930s at Perkins 

The 1^30s were- a most fruitful decade for 
Perkins. The success of Miss Hafl and others wl\o 
learned from her in bringing speech to deaf-blind 

^children was remarkable. The lives of a number of 
outstanding men and women who are alive t6day . 
haVe been enriched as a. resuk. They include' Tad 
Chapman, Leonard Dowdy^ Carmela Otera, Juanita 
Morgan, and Robert Smithdas, all of whom speak 
freely and can iin(^|^and those who 'speak tew 
them by feelmg the spencer's lips. ^ ^ 
' Under Miss Hall's leadersfiip, Perkins established 
the first 'special department for the deaf-blrnd large 

V enough to justify the nanle (Perkins, 1933)."Start- 
ing with Tad,^who was joined in 1932 by Leonard 
Dowdy, the department had 18 pupils by 1940. 
The pupils came from a number of states outside 
New England," including Minnesota, Colorado, 
Texas, Missouri, and New Jersey. 

Some of these children were accompanied by a 
teacher, who was expected to return with them to 
theu- home state after one or two years at Perkins. 



, This plan, however, was not a success, ani^tiearly 
all the children who came tq the deaf-blind 
department in Watertown remained there until 
their efiucation was completed. 

Not all of tb'ese pupils, were totally deaf; some 
were hard of hearing. All of them received instruc- 
tion in speech, and a device called the Phipps Unit, 
which brought sounds to these pupils through boi^ 
conduction, was used widely. By this tinrp the 
• department included 1^ full-time teachers, but 
j^v^ ^ much assistance was provided by other members of 
\ ^e school faculty and' by the housemothers in the 
. * c^tages in which the pupils lived. 

A change ih the organization took place in the 
:K department in the middle of the decade. Fron^the 
*^^inW Laura Bridgmaij was admitted in 1837, a 
^^c^al ...teacher had been assigned to each pupil. 
This practice was,^ modified so that each teacher 
was given -the responsibility for th^ instruction of * 
twtt pupils., and an'attendant wasjield respqnsible 
for the lives oi^ the. two Children outside the 
classroom. The practice' allowed -the teacher? to 
concentrate on educational matters and gave them, 
the opportunity to compare the progress* of the ; 
tWo pupils in, their care. - ^ 

Although Perkins had the largest and best 
kpown department for the deaf-blind, a number of 
other schools were providing instruction to individ- 
uals or^small groups. Early in 'the 1 930s, through a 
cooperative" plan for increasing the efficiency of 
instruction for pupilso in other schools, teachers 
^ from other schools were irtVited to c^me to Perkins 
for visits of three months; during which time theii" 
places in their own schools were filled by a 
" member of the Perkins faculty. 

jEach year Perkins was asked by an increasing 
^ number of parents and agencies -to accept deaf-' . 
Wind children. If the department were to respond ^ 
to all of these, requests, larger Jfacilities would be 
necessary. * * , 

In 1937, at the one hundredth ayiversary of 
the arrival at Perkins of Laura Bridg^fc, an appeal 
- was made for furfds to establish a national center 
for deafrblind children on the $chool'l:ampus in 
Watertown,' Massachusetts (Perif ins, ; 1938). The 
^ appeal, under the now familiajuiahie of Children of ' 
the Silent Night, was not widely, circulated and was 
not a success., The effort brought in approximately^ 
$100,000, half of^it from a single donor, a sum 
totally insufficient ^or its intended purpose. 

The plans on Which "the apperf was based 
provided space for perhaps 50 deaf-blind children. 
Although statistics are scarce and unreliable, this 
was probably far fewer than the actual number of 
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deaf-bhnd ' children in. the • United States who ^ 
heeded special education. A census reported '379 
such persons 'scattered all over the country, but 
these-no doufetlncludec^ adults as well as children. 
Fish estim^^ted that the number might fee as high as 
2,000 (Fish, 1934). 

The idea of ^ national center was quickly 
abandoned when the New York Institute for the 
Education of the Blind in New York City and the 
California State School for* the Blind in Berkeley ^ 
announced plans^ to organize departments for ' 
deaf-blind children. . 

The 1940s at Perkins ' 

The teachers of deaf-blind children ^t Perkins 
during the decade of Miss Hall's leadership came^ 
chiefly from two Sources. Some were trained and 
experienced teachers of the deaf. Mosf of the 
others were graduates of the Harvard-Perkins 
teacher training course, some 'of whom were 
partially bUnd* The war years led to a serious ^ 
shortage of teachers in the nation's schools for the 
deaf, a shortage which persisted for a long time 
after peace came. For more than 1 5 years the i 
department ceased to grow. 

As early as 1941, several admissions had to be 
deferred because well-qualified teachers for the 
doubly handicapped were not available (Perkins, 
1941). However, at that time 12 children were still 
enrolled, four of whorti had" some bearing capa- 
bility. Thirteen teachers were pn the department 
faculty. By 1951, the nwmber of children was 
reduced to rTtfie, two of whom came from overseas 
wTth their ^wn attendants. The department faculty 
nunrt>ered eight (Perkins, 1951). ; ^ 

Di^ng ^he.two preceding i^ecades,^a total of^47v ^> 
pupils ha(f%i^p^dmittfed to the departm^ent; 17 ^ -t 
.pupils were totally deaf ^d bh^d, four were 
bUnd and hard of ^hearing, 19 were deaf and 
partially sighted, and seven had varying degrees of 
sight and hearing. Of the 17 children who were 
totally without sight, two were subsetjuently grad- 
uated from Perkins and one from college^^lpert 
C. Smithdas); one was transferred to VPher * 
school, and three are still at Perkins. Wuh the 
exception of six, with whom little progress was 
made* all were instructed to the Ifmit of their 
academic ability, with special stress pn vocational 
skills. Of this groupv 1 1 had lost their sight and 
hearing from spinal meningitis, most of them at 
about two years of age. Of the four blind and hard 
of .hearing, three received high school diplomas 
from Perkins, and one is still in the school. That 
deafness is a njore serious educational barrier than 
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blindness is shown by the fact that of the I9^deaf 
and partially seeing children, none succeeded in 
graduating and only four made limited progress. 
Dr. Fajrell, Director of Perkins at tl^ltime, added, 
*^There may be significance in the fact that nine of 
the total are rubella cases and of them only one has 
made any reasonable progress" (Perkins^ 195 1 ). 

New Departments for Deaf-Blind Children 

During the period from 1 937, to 1957, seven 
other departrnents were organized, five of them in 
schools for the blind, one in a schooy*or tlje deaf, 
and one in a dual school for the deaf WJ blind. . ^ 

In 1937, Merle E. Framp/ton, Principal of the 
New York Institute for the Education of the Blind, 
opened the -^ond separate department of deaf- 
blind children in the d^jiited States. In the fust 
year, eight pupils were admitted, and for the next 
30 years the numbers averaged about i2. Seyeral of 
the children earned graduation diplomas at t\\s^ 
institute, and oneyl proceeded to obtain a degree 
at Hunter College^d returned to join the faculty 
of th^e institute (New York Institute, 1957). 

As early as 1936, Richard E. French, the 
Superintendent of the California School for the 
Blind in Berkeley, sought legislation which woujd 
enable him to admit deaf-blind children (Lowe- - 
lield, 1952). The necessary authorization was not 
given, however, until J943. Among the Berkeley 
pupils was Jacqueline Coker, who proceeded from 
Berkeley to college and .is now successfully 
employed in Sacramento as a home teacher of men 
and wornen who have become blind. 

In 1949 Superintendent Wallace C. Finch an- 
nounced the opening of the department for deaf- 
blind children at the Michigan State ^hool for the 
Blind in Lansing. A special feature of that program 
was its admission of boys and girls at the early age 
of thl^e years and the counseling>Df parents of still 
younger children. The beginning pupils were 
housed in their own quarters and were moved into 
the' dormitories with blind children as soon as they 
had acquired adequate communication skilk (The 
Educational Program^fQr the Cteaf-Blind, undated). 

In 1951, Marion Grew, Super inlendent of the 
Washington State School for the Blind in Van- 
couver, established a deaf-blind department. Chil- 
dren were accepted from other states and from 
Canada. At times the c^epartment had as many as 
20 pupils, with six teachers. Several of the pupils 
are i^ow employed at the Seattle Lighthouse for 
the Blind (Donaldston, 1975). ^ 

So tir, all the new departments have been 
established in schools for the blind. In 1955, the 



Alaban»«i^ Institute for Deaf and Blind opened a 
Regibnal Department for Deaf-Blind Children. 
Superintendent W. W: Elliott stated: ''This deaf- 
blind department is part of the largest complex, in 
the nation' fpr deaf, blind, and deaf-blind children 
and adults'. -Students and client's are enrolled from 
early childhood througji adulthood either in an 
academic or vocational setting" (Elliott, 1975). " * 

The instittrte occupies kn extensive' campus in 
Talladega, Alabama. The deafi-blind department is 
housed in its own quarters, but whenever possible 
the deaf-blind children participate in the activities 
of the deaf orblind children. 

For a few-years in the 1950s, deaf-blind childrw 
were admitted to the iQwa School for the. Deaf in 
Council Bluffs, Iowa. Most of them came frona 
Illinois. "With the resignation of the teacher in. 
charge, the departmentldwindled land was finally 
closed. * \ >. y * 

After the Iowa program was closed t9 out-of- 
state pupils in 1957, a program was opene^^ the 
Illinois Braille and Sight Saving School in flBkson- 
ville. The decision was made that the Illinois Braille 
and Sight Saving School should undertake the 
project rather*than the School for thefbeaf. The 
precedent for that decision was set by Perkins 
School for fhe^Blind (Hendrickson, 1972). 

The Illinois 'school was one of the/irstrto make 
use of the evaluation clinic at the Center for the 
Development. of Blind Children at Syracuse Univer- 
sity, New York, which und^took to provide 
clinical evaluation of deaf-blind children in which 
"a pediatrician, neurologist, ophthalmologist, 
speech and hearing consultant, psychologist, and 
an educational consultant combined , their exper- 
tise" (Hen|>ridtson, 1972). 

Birth of National Organizations 

' The year 195S Was important in the history of 
the education of deaf-blind/children. The National 
Study Committee on the Education of Deaf-Blind 
Children was establisl^d. The committee consisted 
of appointed representatives of the American 
Association of Instructors for the Blind and the 
Conference of Executives of American Schools for 
the Deaf. M." Robert Bamett, Executive Director of 
the American , Foundation for the Blind, served as 
chairman. 

During the next few years; the committee met a 
number of times, usually in schools with depart- 
*ments for the deaf-blind. Meetings were generally 
attended only by heads of schools with deaf-blind 
departments, persbps who had a direct concern 
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with the day-by-day problems c*educating doubly 
handicapped children. 

Several hundred deaf^blind children in the 
United States appeared to be eligible for education. 
However, at no time prior to the late 1960s were 
more than 100 of these children in speciafl pror 
grams designed for their needs. 

. Deaf-Blind Child Defined 

Perhaps t+ie most important action- of this 
committee was the adoption in the middle 1950s' 
of a-definition T>f a deaf-blind child, which avoided 
references to specific degrees of deafness or blind-* 
ness. Experience had already shown ^at a blind 
child with a pioderate l^earing loss, or a deaf child 
with weak vision^ or even ^ a child* with partial 

» hearing and partial sight had problems which 
required special attentron. Schools for the bUnd 
had rejected children who were hard of hearing, 

*and schools for the de^f h'^d refused, to accept 
pupils wi|^ poor vision. It seemed necessary to » 
identify all of ^ these iphildren under a single 
definition, which hopefully would indicate *'the 
need for special programs. Accordingly, a deifini- 
tion^was adopted which, with slight modifications 
in wording, has since been widefy accepted in the 
United States and elsewhere. The definition is used 
currently by the Department p|H^th, Education, 
and Welfare in its guidelines Yoy^^plemen ting, 
federal legislation that supports the edutation of 
deaf-blind children under Title VI-C of the Elemen^^ 
tary and Secondary Education^Act. The definition 
states that a child shall he considered deaf-blind 
when he or she has auditory and visual^, defects 
which make it difficult or impossible for him or 
her to succeed in regular programs for the deaf or ^ 
for the blind. 

Teacher Training and Research 

The coi^tinuing difficulty in obtaining qualified 
teachers led to a decline in the number of pupils 
enrolled at Perkins. Several children, in fact, had to 
be released. Fortunately, all of these had some 
vision and were admitted to schools for the deaf in, 
their home states. In September, 1953, only five 
children remained with three teachers. Clearly the 
need was for an expansion of services rather than 
their diminution. 

Since the only college programs fo/ teach^r^of 
the deaf-blind were some short summer programs 
at Michigan State Teachers College in Ypsilahti, 
Michigan (1949-50), the director of Perkins was 
authorized by the trustees to establish a program 
for training teachers of the deaf-bUnd in associa- 
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tion>with a local university. In September, 1956, 
the first graduate-level program for teachers of the* 
deaf-blind began under the joint sponsorship of 
Boston University and Perkins School for the 
Blind. Nine men and women were enrolled (Lantern, 
1956). , ^ 

\rhe effects jpf this new program wer^ immedi- 
ate: Six of the trainees from the first class joined 
the department the following yeaT. Pupil enroll- 
ment increased rapidly from six in 1955 to 22 in 
195rand 32 in 1960. tnrolbnent leveled'off, and 
the number remained at about 30 for the next few 
years. 

The increase in staff made it possible for 
personnel to be assigned to research^ and a begin- ^ 
ning was made .toward developing more satisfac- 
tory evaluation techniques. In November, 1956, 
Helen Kelle^ dedicated one of the school buildings 
in honor of her teacher anfl herself, with the 
three-fol<^ purpose of "educating deaf-blind boys 
* and girls, training teachers of deaf blind children, 
and performing research in the education of 
deaf-blind youth" (Lantern, 1956). The Perkins 
department aimed to carry out thtse three func- 
tions to the besnrf its ability. 

Rubella Wave of the 1960s 

The June, 1965, issue of the Lantern, '^housQ 
organ of Perkins. School for the Blind, contained an 
^itorial entitled "Do We Face a Rubella Wave?" 
^^Phis editorial, which was based on newsp'aper and 
Wgazfife^, reports, raised the possibility an 
]ihiprecedeht,e^ number of deaf-blind children nged- 
mg education in the United States in the immedi- 
ate future and expressed concern over our unreadi- 
ness to meet the challenge. Perkins had good cause 
to be concerned. Most of the other schools that 
had departments for the'^d'eaf bUnd were turning to 
the*Perkins school for trained teachers. New pro- 
grams were not bemg established; an4 teacher 
training schools w^e showing no interest in, the 
problem. ^ ^ 

Several of the school^ with deaf blind depart- 
ments began to prepare their campuses for an 
influx of pupils. Perkins immediately started con- 
struction on two new buildings, the first structures 
to be added to the campus for student use since 
the schooj moved from Boston to Watertown a half 
century before.' 

Foreseeing a ne^d for evaluation of pupils from 
out of state^ one of the new buildings included 
living quarters for parents of children underling 
evaluation . This building, , Called the Northeast 
building, was ready for use when requests for the 



IS 



educational evaluation of victims of the 1964-65 ^ 
rubella epidemic poured in at the beginning of 
1970. It also included apafkiaents for an increased 
number of teacher trainees. 

the North Building,* which cTpened later that 
year, contains classrooms, lecture rooms, and an 
auditoriunl. By this time the enrollment of deaf- 
blind children had risen to 57. Within anotJier year 
or so, it would exfceed 80. 

Perkins also 'reorganized its assignment of 
teachers^ pupils. Tht? plan whereby each teacher 
had twp pupils, usually in a fairly Snail Toom, had 
beelTpracticed 30 years. This was now supplantt^d 
by grouping six pupils together with two 
teachers and two untrainfed teachers' aides. This 
increased the availability of skilled Wachers by 50 ^ 
percent and prepared the way- for the expected 
influx of pupils. The Nor^h Buil'ding contains large 
classrooms to facilitate this plan. 

In the Lantern editorial -referred to ,.^bove, /f 
mentionSs made' J^ublic apathy. The difficulty 
administrators have faced in providing adequate 
-services for the deaf-bfind haS been compounded 
-by .the mercifully few numbers of'such children. 
One area hever had enough of them to rouse 
people to action. Time and again the argument 
would be used, both'6y educators and rehabilita- 
tion workers, that their deaf-blind clients were so 
few that It was impractical to train personnel to 
serve them. Also the belief that only a rare type of 
person with high specialized skills cauld engage in 
this type of work was hard to overcome. ^ 

* * Federal Legislation Enacted 

Eatly in 1965, the Industrial Home for the-BHnd 
and Perkins School decided to hold joint celebra-. 
tions on the 100th anniversary of the birth of 
Anne Sullivan. As it turned out, the most impor- 
tant event of the week-long celebration was a 
banquet given on her 100th birthday, April 14, 
1966.' 

One of the speakers gave an account of the way 
in which Leonard Dowdy had been taught at 
Perkins some 30 years before. Leonard was pre- 
sent. A self-reliant, self-supporting man who is able 
to hold his own in conversation with others, he is 
an outstanding example oY what can be don? for a 
deaf-blind child. \ 

Among the guests was Mary Switzer, then Head 
of the Vocational Rehabilitation Administration iij 
the Department of Health, Education, and Welfare, 
who represented President Johnson. Mary Switzer 
was moved by this account of Leonard Dowdy, 



and in November, 1966, discussed with John W. 
Gardner, Secretary of Health, Education, and^ 
Welfare, and Harold Howe II, Commissioner of , 
Education, the possibility of submitting to Con- 
gress a bill providing services for deaf-blind chil- ▼ 
dren. 

By this'time^ 'the devastating effects., of the 
rubella epidemic in the United States in 1963 and . 
1964 were being realizec^ and the need for swift 
a^d decisive action on a large^ scale was apparent. 
\ During 1967, many meetings were Ijeld^in Miss 
Switzer's office with educators of the blind ^nd ' 
deaf. At these meetings various possibilities; includ- 
ing direct grants to the states and the creation of a 
single national center for deaf-blind children, f^ere 
discussed. However, the final 'recommendation to 
the Congress called for the establishment of a 
limited • number of regional centers, each to be 
coordinated by a local private or piibUc^ agency. , 
The centers would be responsible for the develop- 
ment of services for ihe deaf-blind in the areas 
assigned to them. This legislation was the first of 
its kind ever to be submifred,to Con^-ess. , ^ 

The bill, which was presented as an amendment 
to the Elementary and Secondary 'Education Act, 
of 1965, Title ,VI-C, was passed by the, Senate in 
November and by the House of Reptresentatives in 
December, 1967. President Jphnson signed the bill 
on January 1 , 1968. ' 

Conclusion 

bj. Howe once pvrdte, ''There floats not upon 
the stream of life a;iy wreck of humanity. so utterly 
shattered and crippled that its signals of distress 
should not. challenge attention and command 
assistance." Such words are easily said, but without 
adequate organization and the support of the 
community with public funds, the goal cannot be 
realized. The legislation of 1967 gave hope for 
" fulfillment of Dr. Howe'^ words in spite of the 
burden of the worst rubella epidemic on record. 

Surely, it was a, fortunate accident that Anne 
Sullivan was born just 20 years before Helen Keller 
needefd hei:. It was perhaps an even more fortunate 
accident that she was bom just 100- years before a 
desperate need arose for action on behalf of 
deaf-blind infants, and celebrations in her honor 
Vould bring the whple subject of-the deaf-blind to 
public notice. 

Tlie story of Leonard Dowdy was particularly 
appropriate because it brought this about, for no 
deaf-blind person has shown more eagerness to "do 
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something for the deaf-l)lind," Just by being. 

Y himself; he accomplished more than almost anyone 

^else. » ^' 

Great iirogress has been made in the 130 yeafs 
since Laura Bridgmari came to Perkins.. The fact 
thai deaf-blind persons have a right to an education 
and -that suitable programs for th^ir irtstnfttion can 
be devised is widely 'accepted, in most of the' 
so-called^ "d.eveloped'* eountries, sOme-^af-blind 
children', if riot all,' are provided with praams pf 
varying degrees of effectiveness. However^ there are 
many areas throughout the world where httl^pr 
nothing has been done for.deaf-bliod children. 
The rubella epidemic, first of all in Australia a^\d 

" then ip western Europe, and finally in the 1960s in 
North America, has put an end to the first chapter 

^ip the education of the deaf-blind and opened 
another great challenge to society. 
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A History of CenJers arid Services 
for Deaf-Blind Children. 

,^ Robert Dantona . ^ ^ 

^ " National Coordinator; Centers and Services for Deaf-Blinji €hit4||fff^ 
Bureau of Education for the Handicapped, U^: of Education 



In 1964-65, an estimated 50,000 women con- 
tracted rubella, or German measles, during the ' 
early months of -pregnancy. Some 20,000 of these 
pregnancies res'ulted in miscarriages or stillbirths, 
and 30,000^ resulted in children bom- with one or 
more handicaps. These handicaps included visual 
impairments, hearing impairments, mental retarda- 
tion, and a variety of other physical impairments. 
, Prior to the epideiTiuTof 1964-65Tthe number of 
deaf-blind persons bom was ' estimated to be 
relatively constant at about MjO per year. However, 
during the epidemic years the number of children 
bom deaf-blind jumped to more than 2,000.^ 
r Rubella is not%Gi^ only factor contrij^uting to 
the increasing population of deaf-blind children. 
An almost equal number of » children have been, 
bom deaf and blind, due genetic anomalies, 
pongenital debilities and^ malformations, the 
improper use of drugs during pregnancy, irradia-^ 
tion,, and ihfectjpus diseases such 3s encephalitis" 
and meningitis. Ironically, the advances 0/ medical 
science have also Qontributed to this' upsurge of- 
multiple birtjj^s defects by/reducing^the infant 
mortality rate, ^ * ; 

The extent of impairment suffered by deaf-felind 
shildrefi ranges on a con tinuum-^ from profpundly 
deaf and blind to hard of hearmg and parti^ 
Slated. To further compound th^^roblems, th^ 
children may also h^e a high proportion of other 
physical andyo^iJ»^tal disabilities in^dition to 
the combined losses gf vision and hearing!%i^ 

The learning problems of'childrei) with dual 
^sensory inlpairments differ greatly from chiMreri 
having a single impairmejit of either hearing or 
vision. The severity of the individual impairment is 
not Vhc^t handicaps these children but the over- 
whelming comrt%iication : problem thM results 



from any combination of visual and hearing impair- . 
ment. Because of this, deaf-blind children cannot 
be accommodated in special education classes 
developed splely for the hearing handicapped or 
for the visually handicapped. Deaf-blind children 
require education and tfaifiing* designed to meet 
their special needs. 

Bec^us* deafness and blindness togelher had 
occurred so rarely teYore 1963, very few services 
were availably at the time of fhe epidemic. The 
seven residential programs, fon deaf-blind children 
that existed in 1963 enrolled approximately 125 
children. In addition, approximately 150 deaf- 
blind ♦<:hildren were gnrolled in other public or 
private programs for the deaf or for the blindi 

• The' 5,000 children bom deaf-blind as a result of 
the mbella epidemic. aAd other causes could not be 
• served by the limited number of deafjblind pro- 
grams available. Officials Estimated that if facilities 
for the deaf-blind were, expanded to tlieir maxi-. 
mum capacity, they- would be able w enrpU no 
more than 450 of these children by*19T2. 

The sudden iYic^j^ in tlie deaf»blind population 
placed a trerhendous burden or^ existing educaj 
.tional programs. Not only were educational Facil- 
ities -for -these children lacking, bijt aTso profes- 
sionals to staff the special programs were needed. 
It seemed inevitable .that many gf these cHildren 
would be inappropriately referred to 'institytions. 
for the retarded t)ecause" no programs were ^vail- 
^ble to meet their special needs. Yet, despite 'the 
multiplicity of hand^icaos^ functionirtg* ability 
aipong these .children ^Pyidely diverse. . Thqir 
potentials range frofti th'^ped for life-time careen 
a sheltered enviroriment to those who can tfead a 
productive, semi-independent life. A few will, be 
capable of professional training and careers. \ . ^ 
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These d^af-blind.childr^, like alj children, had 
to be given the opportunny to develop to their 
maximum capabilities. We know that under tbe 
stimulation of an eff^tive developmen tal program, 
many handicapped cJtildren are abje to reach their 
full potential for development. We also know that^ 
the Jonger a handicapped child goes without 
meaningful intervention, the more certain it is that 
his or her future potential will be reduced and the 
need for institutionalization increased. The provision 
of early and timely intervention through develop- 
mental programs for these children with combined 
hearing and vision lc5sses 'wa? essential if their 
critical needs were to be met, , 
Existing programs and facilities would not be 
shandle the vastly increased numbers of 
deaf-blina^cTTHdren resulting from the epidemic. 
Because of the^"sj;^ecialized, extensive services 
ne,eded by these ciiildren ,and their scattered 
geographic distribution throughout the United 
States, pooling the limited resources available and 
working 'cooperatively at>all levels to solve the. 
pwhkm was essential. A natignal effort would be 
required to meet the special needs of these 
children. Federal Support , would be necessary to 
create the new resources that would be needed. > 
' Educators, parents, professionals, and concerned 
lay people appealed 'to Congress for help. Thanks 
to their foresight and tireless efforts and to a 
. sympathetic and responsible Congress, Public Law 
90-247, Part C, amending Title VI of the Elemen^ 
ta'ry and Secondar^EducatioT^ Act," was approved 
an^ signed into 
^ January of 1968. 
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an^ signed into by President Johnson in 



The intent of Congress was to provide through 
tt^is Amendment: 

. . . A limited number of model centers for deaf-blmd 
children, a program designed to develop and bring to 
*bear upon such children, beginnmg'as early as feasible in 
hfe , those specialized, intensive professional and allied 
services, methods, and aids that are found to be most 
effective to enable them to achieve their full potential 
^ ' for communication wUh, and meaningful participation 
in society, a»d fo^elf-fulfillrflent ^ 

^ V The "is^il was to cover all , 50 states with ten 
regional centers. The six or seven existing programs 
for the deaf-blind were to be "the major focal 
points. Regi9nal center^ would ht built on the 
limited existing resources and expertise so that 
maximum benefit would result. Surrounding states 
would participate and gradually develop t-heir own 
programs. Rd^ional ac^as wefe estabUshed on the 



basis of "a wilUngness of the stated involved to 
cooperate and work together. • , 

Private agencies as well as state education 
agencies' were funded by the Bureau of Education 
for the Handicapped to implement the j^egional 
center concepjt. The agencies were chosen on the 
basis of their demonstrated interest in and theif 
ability to impl^ent the program conceptualized 
by the bureau. 

^Originally, eight regional centers \yere funded 
with' one rmlUon dollars. The amount of funding 
received by each region depended upon the num- 

, ber of deaf-blind children who could be provided 
immediate services in that geographical area. Fed- 
eral appropriations have increased jach year and 
now ten regional centers ^erve deaf-bUnd children. 

The regional center is not a physical structure in 
which are provided direct services to children; 
rather, it is an administrative, organizational, and 
coordinating unit which utilizes existing resources 
and develops additional resources as needed, to 
provide diagnostic and educational services to this 
population. Those states banding together into one 
region designated a sponsoring agency to serve as 

• the coordinating agency responsible for implement- 
ing the regional center program. To achieve'greater 

'effectiveness per dollar ^exrfended, the emphasis in 
alt centers is' on direct services to children in the 
belief that individual servites and specific programs 

. will maximize the deafrbhnd individual's potential 
for independence and thus minimize the total 
expenditures over that'person's hfetime. , ^ 

Initial efforts required no remodeUng or con- 
structfon, but this do^not preclude the possibility 
that special facilities* may someday have to be built 
to meet the special needs of this group. Suph _ 
* building plans may become necessary at some time 
and should be considered by each state as they 
plan for the total service needs of the deaf-blind. 
The* initial emphasis, however, was^^on quick 
response to and the deUvery of immediate services 
to meet the needs of these deaf-blind children to 
reduce the possibilities of their being institu- 
tion^ized. .. ^ . • , 

' With these goals in mind^ the regional centers 
began to identify and cqordinate every available 
resource in their region which' could^e imm^^ 
ately utiUzed or adapted to provide deaf-blind 
children* the following services,' as mandated by 
law: . " • ^ 



'Federal Register. Voi. 40, No. 35 (Thur-day. J ebru^ry 20, 1975) 



1. Comprehensive 
services 



diagnostic afid evaluative 
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2. ft program for adjustment, orientation, and 
I education which integrates all the professional 

and allied services necessary 

3. Effective consultative- services for parents, 
teachers, and others who plan a direct role in . 
the lives of deaf-blind children to enable them 
to understand the* special problems of such 

' children and to assist in the process of their 
adjustment, orientation, and education ^ 

The services were to te provided to all deaf- 
blind chilclren regardless of where they lived. In 
addition, the following activities were authorized 
but not required by the law: 

1. Research to -identify and meet the full range 

of special needs of deaf-blind children 
•2. Development or demcmstration of new (or 
Improvements in existing) methods, 
approa^ches, or techniques, which would con- 
tribute to the adjustment and education of 
such children 

3. Training of professional and allied personnel 
engaged or. preparing to enpge in programs 
specifically designed for s8ch children 

4. Dissemination of ^materials and information 
about practices effective in working with such 
cliildren ^ 4^ 

While identifying available resources, efforts 
were also made to identify anTMorckte all deaf-blind 
children in each region. Obtainin&specific informa- 
tion on the population to be served was necessary 
to plan for appropriate services to ensure efficient 
use of available resources.' This planning informa- 
■^tion was necessary to facilitate efforts to link the 
needs of deaf-blijfid children with services and 
programs available not only on a stttewide basis 
but throughout the region. 

When a child is located, arrangements are m^de 
to provide diagnostic and evaluative services by 
agencies participating in the deaf-blind center 
program. Data on the child's degree of hearing and 
vision impairment, degree of functional serfeory 
ability, and degree of additional handicaps must, be 
known and assessed to provide an adequate pro- 
gram for the child's, individual needs. The goal in 
all cases is to (i^termine each child's capacity for 
growtft.and development.. Upon completioii^of 
diagnostic and evaluative services, children ' are 
placed in a varibty of educational or training 
programs, including residential ^chools, training 
institutions, tutorial programs, ^public school 
classes, and preschool programs. Th^ emphasis . is 



, on providing an individualized program designed to 
meet the specific needs of each particular d?af- 
blind child. 

Tlie regional centers also provide programs for 
parents of deaf-blind children. Parent support 
programs help parents develop an understanding 
and acceptance of their^ child's unique problems* 
Home programs are also used to reinforce and 
support the child's progress in school programs. 

• Programs-^r deaf-blind children have expanded 
faster than new professionals could be trained. The 
regional centers have provided inservice training to 
develop the skills of existing personnel such as 
teachers, counselors, public health nurses,^ social ' 
workers, and aMd professionals to deal with the 
problems and needs of deaf-blind children and 
their parents. The centers placed great emphasis on. 
inservige training of teachers to supplement what- ^ 
ever skills they had so that they could more 
meaningfully and productively work with dp^f- 
blind children. 

' As a result of the efforts of the regional centers, 
this country has experienced an unprecedenttd 
growth in the number of services available to 
deaf-blind children. Important strides have been 
made toward providing deaf-blind persons with 
.opportunities for personal fulfillment and realiza- 
tion of individual potentiaF equal to those enjoyed 
by their nonhandicapped peers. The success 
achieved offers an exciting promise for all deaf- 
blind individuals as th'e regional center concept 
continues to develop along with the popula^Jjcui^it 
serves. Indeed, "l^he young deaf-blind population 
has been more /ortunate than the handicapped 
population in general with respect to institutional- 
l ization and federal funding of regional centers for ' 
' de^f-blind children throughout the nation."* 

Nearly 12 years hav^ elapsed since the rubella 
epidemic, and we are now able to measure some of 
the consequences and evaluate ,how the regional 
center concept has worked in response to the 
deminds placed .upon it. The crisis was not the 
epidemic, fpr, as we have learned since that time, 
more than half of "our deaf-blind children are 
victims of other causes. The crisis was the lack of 
available facilities, -maftpower, and expertise to 
meet not only 4he educational needs of these 
children but also to* provide -the Basit diagnostic 
andleducati6i|al* ev^ltia^ive services needed to plan 

* Brewer, Garry D., and Jame^ Kakahk. "Serving the Deaf-Blmd 
.Popoiatiort Planriing f6rl980.'*-^ In IMO Is Now A Conference 
the Future of Deaf Blind Children. Kdfirted by Carl fc. Shertlck. Los 
Angeles JohriTtacy Clinic, 1974. ^ 



appropriate services for, these children; Because df 
out inability to provide developmental services 
the^ critical time, mariy of our deaV-blind children 
are in institutions today. We may not be able to 
forsee or prevent the devastation of a large number 
of y€i unborn children, but we can and must be 
prepared and ready to respond, should a similar 
emergency arrive again. 

When a cataclysm strikes, leaving a large segment 
of our i5opulation decimated, and the country at 
large is without the . resource's or manpower t^ 
cope, a regional type of effort to identify, cojjfdi- 
nate, and utilize existing resources is nef3ea to 
meet the needs of the affected population.Persons 
in' aU states n.eed to work together fOr joinf 
resolution of problems of such magniWd^iPhis 
copiJerative effort of states under a regional-type^ 
program achieves the goal of delivering services ti^'* 
children sooner and more meaningfully than other ' 
efforts. It . does not tear children frojn, their 
families x\ot isolate them. It^ permits the delivery 



of resources to these children more quickly and 
possibly saves them from unnecessary institution- 
alization-. 

Through such a cooperative effort as the 
rpgionjj, deaf-blind enters, each state has been 
ind^lfcfrtdently strengthened as it developed its own 
re$9i^s for the deaf-blindv child. The regional 
centers have assisted •states iA developing resources 
to meet their own state^fitieds and will continue to' 
do so unta each state can provide /or itself > Some 
^states will continue to need regional cooperative 
efforts longer than other states. The role of the 
regional penter will change slowly as the needs of 
the states and the population it serves change. 

Federal creation and support 'of the regional 
'centers -waS' initially required because of the scar- 
city of services' and the overwhelming' costs 
involved;. However, with the assistance of the 
regionair centers, most states have now developed 
meir own resources to meet the educational ifeeds 
of this ^population. Educational programs are pro- 
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Total Funds Approved Regional Deaf-Blind Centers Fiscal Year 1969-1976 



Regioniil 
Center 



Alabama 

California 

Colorado 

Ma^ksacbu- 
selts 
Michigan 

Minnesota 
New York 
Norlh . 
' Carolina , 

Texati 

(Calher- , 

UTD). 
Washington 

Texas bdu- 
cationat 
Agency 



Program 
year 
.1909-1970, 
fiscal year 

i^y69 



S 150, :5u 

189,000 



177.5:5 
5d.000 



5 ! .039 
156,9:0 



Pr<Jgr,ini 

year 
1970-1971, 
fiscal year 

s :o:,ooo 

3.\],760 
: 50 000 



:7w,H55 
109.730 

50,000 

:8o.ooo 

50,000 



:9Q,€00 
1 5U,(>49 



Program 

vcar 
1971-197:, 
fiscal >ear 

1971 



300.000 
077,000 
450.000 



410.415 
437,000 

:49,^)9H 
460,000 

: 7 5.000 



"^?0,587, 
450.000 



Program 

year 
197:-i973. 
HbCa! year 

197: 

S 7<95,000 
975,000' 
800.000 



700,000 
875,000 

350.000 
830.000 

550.000 



975,060 
050,000 



Program 

year 
1973-1974. 
hbcal year 

1973 



Total 



I SI. 000,000 1 ''S:,000,000'* 1 S4.500,000 i S7,500,000 



875,000 
800,000 

i.3o:,ooo 



8 J 5, 000 

979,000 

J 3 5.000 
1.478.000 

849.000 



M3:,7:b 

847,000 



3:7,:74 



Program 

year 
|974'l975r 
fiscal y^r' 

1974 



510,000,000 



1,1::, 363 
:, 005,000 

:oi9,::8 



1.093.750 
1,585,955 



2,050,000 

i.::5,ooo 



^.380.697 
1.155,548 



•417,459 



$14,055,000 



Program 

year 
1975-1976, 
fiscal year 

1975 



' Program 

year 
Vi976-I977: 
fiscal year' 

1976 



933,206 
1.348:306 
1,640,712 



. 925.000 
1,451,764 



1,925,000 
1,199,209 



1X)I8^00 
924,43T 



633,968 



512.000,000 



1 ,430,000 
1,941,424 
1,774,778 



i. 248,034 . 
1,927,583 



2,509,260 
1,815,6^' 



1 ,466,400 
1,132,907 



753,954 



$I6,000,^0(K) 



vided in all 50 states, the Trust Territories, Puerto 
Rico, and the Virgin Islands. The number of state 
and local dollars allocated for deaf^lind chiMren 
has increased and at the present time less tharfhalf 
the total cost of education forMeaf-blind children 
comeS from federgj monies. 

These educational services must meet not only 
the needs of deaf-blind individuals as children but 
also their changing neecls as^hey reach adulthood. 
With the exception of the re^stry maintained by 
the National Center for Deaf-Blind Youths and 
Adults, no information on deaf-blind persons 
above the age of twenty-one is available. However, 
as the nation's deaf-blind population-increases in 
age, information relating to the prevalence of 
hearing and vision impairments will likely alsp 
increase. This means that not only do services need 
to be jlrovided for children bom deaf-blind as a 
result of. the rubella epidemic but also the same 
educational services and rehabilitaUgn services may 
l>e in demand by a far greater numBer of deaf-;blind 
adults as well. * , \ 

^ PubBc Law 94-14^ which goes into effect in 
1978, racjuir^s that federal monies be distributed 
to the states to provide for case finding; identifi- 



cation; and dilgnostic, evaluation, an4 educational 
services 'for the severely haqdicapp^ child who is 
unserved. In time, this may allow Title VI-C funds, 
which are now, supporting those educational pro- 
grams under the supervision of regional centers, to 
be redirected to meet other program needs which- 
states cannot provide to/ themselves, such as 
vocational education* and the developipent of 
alternative Residence programs to promote deinsti- 
tutionaUzition.^ . ' 

Such a comprehensive service ddivfery ^system, 
coordinated by the centers in cooperati^n^ith the 
States, would allow opportunity for ttie individual 
to he mainstreamed into the community or to 
return to shelter that is always there for that 
individual in^the event he or she wishes to return: 
^To enhance the chance of successful community 
^integration, however, the regional centers can 
coordinate, Vlan, and assist the states in utilizing 
the various services available to the deaf-blind. This 
assistance will allow regional centers and the states 
to combine* th^ir resources, including those of the 
National Center for Deaf-Blind Youths and Adults, 
to provide flie comprehensive continuum of ser- 
vices necessary to sustain the deaf-blind individual 
throughout his or her lifetime. ^ . 



EKLC 



31 



i 



European Progranos for Deaf-Blind 
Children: An Overview 



. V* Jeanne R. Kenmore ^ * 
Dirtctor» Europe-Northwest Africa Regional Office, American Foundation fot Overseas Blind 

, and ^ 
Chairman, International Councfl for the Education of the Visually Handicapped 



During thfe nineteenth century » four European ^ 
countries developed services for deaf-blind chil- 
dren. These were Prance '(I860), Sweden (188^), 
Germarfy (1887^^ aqd Finland (1889). France is 
given credit for having established tha first school 
for the deatf in Europe (1760) and" the first school 
for the blind (1784). Not knowing about the 
successful education of Laura Bridgman at ^thST 
Perkins School for the Blind in 'Massachusetts, 
France made the fifst European attempt to educate 
,a deaf-blind child. 

Early Efforts 

In .1860 a Catholic school for deaf girls at 
Lamay near Poitiers accepted Germaine Cambon, a 
deaf-blind girl. A second child, \tarthe Obrecht, 
was accepted in 1875. Three more girls were later ^ 
enrolled: Marie Heurtin in 1895, Anne-V|^e Poyet 
in 1907, and Marthe Heurtin in 1910. Jhus, five * 
girls were gi^ some education during the fir^t 50 
years jof the Firench program, 

Aiine-Marie, who had become deaf-blind^at- three 
years of age, developed feirly good. speech and, 
after six years of instruction at Lamay, returned to 
her parents' home. She obtained a job in a nearby 
factory making shoelaces and bpdded cords. 

Marie and Marthe Heurtin were sisters who had 
become deaf-blind several years apart. Both learned 
the nianual alphabet, braille, typing, and indepen- 
dent daily living skills. Marthe was introduced to 
grammar, history, geography, and religion. She was 
still livitig.at Latnay School when she ^as described 
by Amouid(1948). 

In 1882 Queen* Sofip of SvC^den asked Elisabeth 
Anrep-Nordin, a teacher at the school, for deaf . 
children ^t Skara, tp take 9are of a ten-year-old'; 
dea/-bljind girL Within the next four years, three 
more deaf-blind children were brou^t to Mrs. 



Anrep-Nordin. The school later •was movecj to 
Vanersbbrg. ^ • . / 
\ Amcyig the children who were brought to Mrs. 
Aijrep-Nordin, thece were many who appeared to 
be mentally, ^et^ed or who had physical handi- 
caps in additioa lo either deafness or blindness, 
and the institution opened its doors,to many kinds 
of multihandicatoed children. By 1905 a work- 
shop for adults Mgs constructed, and in 1906 a 
ward for severelyVetarded blind children was 
^dded. \ 

At first the school ?vas funded partly by state 
and local subsidies and partly by voluntary dona- 
tions. In 1901 the Found^ion of Queen Sofia was 
established for. the purpose ^of providing new 
buildings. The entire institution, including the^ 
school, the workshop, and the ward for severely 
retarded, subsequently was called the Foundation 
of (Jueen Sofia. 

By \922 the institution was transferred to Lund^ 
and taken over by th^ state. In 1965* the school 
unit was .detached from the^ institution and was 
moved to new buildings at Orebro, where U now 
functions as a school 'for .multihandicapped blind 
children including the deaf-blind. 

From the time Mrs.s' Anrep-Nordin agreed to 
work with the first deaf-blind girl in 1882, Sweden 
has . had a continuous \program for deaf-blind 
children, with the exception of *a short period, 
1957 to 1962, when^ no dea^blind child was 
known t (/exist. 

Germany offered* its first help to a deaf-blind 
child on 1887,'when the Reverend Theo Hoppe of 
Potsdam/Babelsberg began teaching Hertha Schulz. 
Four years later, an exj^rienced teacher of deaf 
children, Gustav Riemann, jwied Reverend Hoppe, 
and more children were Accepted. The original 
institution in Potsdam/Babelsberg recently cele- 
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brated its one-huirdredth anniversaiV and, now 
offers sefvices to the deaf-blind children of the» 
German Democratic Republic. 

The fourth early program was started in Finland 
in 1889 by Anna Haickel; it was carried on Vy E. 
. Kn^pe after 1 894. Two world wars interrupted 
service. 

' Development of Modem Sejrvices 

As special' education programs for many types of 
exceptional children were expanded and refined in 
Europe, children with combinations of vision and 
hearing losses were ' gradually acpepted under 
* numerous administrative plans. The placement of 
these deaf-blmd children in these programs came 
about in a variety of way§ (1 ) national planning, a 
feeling of obligation to help known deaf-blind 
children by the administration or even' by one 
teacher in certain institutions; (2) a recognition * 
that new services for multihandicapped deaf or 
rpCjJtihandicapped blind childre^n should include 
^jlj^raiaf-bhnd as well; and (3) by default when it 
"seemed that no one efse would accept the children. 
(See Table 1 fo^ historical devetopment of services 
for the deaf-blind in Europe, and see the addresses 
of current European programs for deaf-blind chil- 
dren at the end of this paper.)/ 

The patterns of funding used to start new 
programs are oftqn maintained as the programs 
become an accepted part of the country's special 
education efforts. Financial support is usually a 
. divided responsibility, and nriost schools continue 
the search for broader ^financial help. (See Table 2 
/' for financial support of services for the deaf-blind.) 

early 1975 about 350 "deaf-blind children 
were enrolled in school programs. Great differences 
exist in the ratio of children served to the general 
' population of each country. The reasons might 
include the following: (I) proportion of severely 
handicapped' deaf-blind to so-oalled classic deaf- 
blind; (2) willingness and ability .to help children 
who present enormous problems; (3) patjterns of 
case finding; and (4) financial problems. (S.ee Table 
3 for distribution of deaf-blind children m Euro- 
pean school programs.) 

A rough grouping of the 276 children whose 
ages were obtainable shows a developing trend; i.e., 
services should begin as early as possible and 
should extend well beyond .the normal school- 
leaving age, which is betNleen fourteen and sixteen 
years in European countrks. (See Table 4 for ages 
of persons served by programs for the deaf-blind.) 

What do the European programs for deaf-blind 
children have in common? What sort of profes- 



sional relation&hipjxists among the stef%of the 
several schools? WhaT c^nection have these pro- 
grams with organizations fot the deaf or the blind? 

Great Bhtain 

The largest number of.Europemi children with 
combined vision and hearing losses is served in 
Great Britain. Compared to the thousands in the 
United States, the 101 deaf-blind children in Gi|at 
Britain seem like very few. Yet this fs almost t^ice^ 
t^e number in school in Western Germany, whose 
general' population is approximately 6 percent 
more, and it is twice the number in school in 
' Russia, whose general population is almost 2^ 
percent greater. ^ ^ 

Cpndover Halt School for Blind ChiKdren vyith 
Other Handicaps is best known of the centers. This 
school is in the village of Cohdover, near^e larger . 
city of Shrewsbury, in the County of Shropshire. It 
was, established in 1947 by the Royal National 
Institute for the Blind as a school for multihandi- 
capped blind children. The main building is a late 
sixteenth century Elizabethan mansion in the 
center of s^eral acres of manicured rolling lawns 
with trees clipped in designs, A more beautiful 
setting for a school could not be imagined. The 
modem buildings, which have been attached to the 
main hall or placed on another section of the 
property, were. sTcillfuUy planned so that the>^ 
provide needed facilities without detracting from 
the magnificence of the original house. 

S. O. Myers became the first director of the 
school, and during more than 20 years of service he 
left' his stamp indelibly. upon its philosophy and 
practices. Upon his retirement, he conducted a 
follow-up study of 314 graduates. The study, 
showed how strongly the school had influenced its 
former students, helping many of them to achieve 
adult lives of ^nity in families and communities 
(Myer%1975). ^ • " 

In Me last few years, the population of the 
school has been .a little under 130, including the 
section for deaf-blind children called Pathways, 
which has b^en directed by Joan Shields since its 
creation. The goal is to provide the children with 
the means of living happy, full lives to the limits of 
' their capacities nOw and in the future. A wam>^ 
personal relationship exists among ^Jie teachers, 
housepkrents, and children. The curriculum is 
based upon understanding th^ demands of diily 
living, learning about and participating in the life 
of the nearby community, enjoying and caring for 
pets, and functioning as independently as possible. 
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The deaf-blind children generally enroll at Cor\^ 
dover HaU some time after age seven^ having spent 
their early years at Overley Hgll, a school for 
young' blind* children in Condover Village. The ^ 
•Royal National Institute for the Blind used to 
administer six Sunshiile Nursery Homes for young 
blind cfiildren from about two-and-one-half years 
of age to ten. .Overley Hall was one of those homes. 
Gradually it changed character as it accepted more 
and more multihandicapped^ young blind chijdren. 
Now it enrolls only the younger deaf-blind chil- 
dren. The general functioning of-a child is the main 
determinant ^ to who will Stay at Ovferley until 
^eleven years of age and who will come to Condover 
Hall earliei^'. Overley Hall assumes as part of its role 
th^ assessment of all deaf-bHn3 children. 

Language instruction at both Qverley and Con- 
dover is 'given in the Paget-Gorman system, w^ich 
w,as originated by Dr.' Paget and elaborated by Dr. 
Gorman^ an 'Australian deaf man. TFie Paget- 
Gorman language system for the deaf is an arbi- 
trary sign language referring to objects, situations, 
and actions. At present more than 2,000 signs are 
used, and Dr. GcJrman continues to create addi- 
tional ones. 

Most schools for the deaf in England u^e this 
system for young children; however, the children 
generally convert to oral language and/or finger- 
spelling between-the ages^of five and ten years. The 
deaf-blind children at Condover Hall have been 
kept on^the Paget-Gorman system, byt they have ^ 
great deal of oral language with or without the 
Tadoma method as enrichment. What is important 
in the education of deaf-blind children is the 
' (Opportunity for dialogue between a child and his 
or her world-regardless of system. Many of the 
children at Pathways manage to communicate very 
well with the adults in their lives. 

Lfej Hospital in Bromsgrove is a residential 
center for blind children and adults who. are 
severely retarded. In reality it is not a hospital at 
all. The word is used in preference to "institution.** 
Whatever the categorizing name, it is surely one of 
the finest places of its kind in the world. Directed 
by G. B. Simon, a psychiatrist, the i:enter is 
spacious, with groups of low structures over an 
immense tract of roHing hills. The buildings range 
from old-fashioned, inconvenient ones which have 
been remodeled and/or redecorated, often by staff 
and residents, to exceptionally modern buildings 
planned to meet the demands of the residents, 
whose extensive activities include sports, sheltered 
workshops, and social clubs. 
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The school, directed by John Southwell, has a 
curriciiam as varied a& the staff can niake it. The 
majority of the young people in the school may 
spend their lives in the institution, yet the prograrti 
is full of activities designed to prepare them to 
participate as fully as possible in the lives of their 
families and corhmunities during the periods when 
th^y are home. Probably because of the. concrete 
assistance in daily living activities, social skills, 
work habits, and self-management, a high percent- 
age Qf the yoCing people have left the institution 
and have been successfully integrated in normal 
communities. 

The section for deaT-^nd -chil4fen accepts only 
those children who cannot succeed in Condover 
Hall or in other programs in Great Britain. Their 
lev&l of functioning is the lowest described in 
professional literature. Instruction for them is 
strongly self-care,.household tasks, and leisure-time 
activities. The children are often taken on tnps*ta 
nearby shops, homes, and areas In the ndghbor- 
hood. , , ' • 

Inservice training sessions are conducted for the 
staff, and research is largely in the areas' of 
assessment and programming. Behavior modifica- 
tion techniques have*proy?d largely^successful.' 

An English Legislative Act in 1 97 U made it 
mandatory to provide education to all children in 
England. Lea Hospital demonstrates admirably that 
education can take place at any level. 

In London a day program for* seven young 
children is conducted, in a regular elementary 
school (Paddock Junior Scljool). This particular 
unit was started in 1 965 for two children in part of 
a hospital ward and'later transferred to a section of 
a school for the sighted. The instructor, F. J. Dale, 
has worked under difficult circumstances. With 
little classroom or playgrourtd $pace, isolated from 
other special education programs anUwith minimal 
ancillary help, he has offered training to certain 
jchildren who seemed not to ilt elsewhere and to 
, others who would benefit most from, living at 
home. 

'At present 2> children are enrolled in nine other 
schools within the Innej^^ LondcSfff Education 
Authority. - ^ ' k 

The Royal Victoria School for the Blind at 
Newcastle-on-Tyne has a unit for eight, deaf-blind 
children under the direction of Anthony Best. The 
curriculum is a reahstic;,^ practical one carried out 
through the combined efforts of teachers and 
house staff. 



r 



New programs are either ready to be launched or 
are already functioning in Leeds, England, and in 
Scotland. 

0 

Gemtan Democratic Republic and German 
Fedend Republic * ^ ' 

One of the results of the division of Germany 
was the placement of ^ the unit for deaf-blind 
children in the Germ^ Democratic Republic (East 
Germany). For over 100 years the Lutheran 
Church has maintained a multipurpdse center for 
handicapped children and adults at Babelsberg near 
Potsdam. Today Reverend Eckard Beyer- directs 
the institution-, which has a schooj for physically 
handicapped, deaf, and deaf-bhnd children; a hos- 
pital staffed by specialists in' orthopedics with a 
large outpatient service; residences for. children and. 
adults 'with many types of handicaps; sheltered 
workshops; and a home for old people, including 
several who are deaf-blind. 

The faciliti^ are cramped, unattractive, and 
* gener^ly unsuitable to m'odem programs. Nevei*- 
theless, some unusually fine projects. are carried on. 
For example, one large worl^hop servers as the only 
manufacturing center in the German Democratic 
Republic for artificial limbs, specially constructed 
shoes, and braces. 

The unit for deaf-blind children includes some 
children who might better be placed in other types 
of educational programs, personnel who are 
generally inadequately trained, and minimal equip- 
ment and personnel. For example, one young 
teacher instructs deaf-blind children during the 
day, is responsible /or their free-time activities 
outside of class, and sleeps in tl^e unit to be on call 
at night. 

The staff of the»institution consists of two broad 
categories: unmarried Lutheran deaconesses who- 
wear habits;^and secular persort^^ho usually live in 
the community. Despite the different life-styles of 
the two groups, a strong spirit of unity exists 
among the staff, as well as a sense of mission and a 
^ willingness to give the last measure for the commu- 
nity of handicapped persons. 

In 1965 K. H. Baaske, a teacher at the school for 
*blind children ii^anover. West Germany, initiated 
fhe steps leading from acceptance of a few deaf- 
blind children* in his school to what b now the 
independent, luxurious school he directs. "Fifty- 
three children are enrolled. In addition to the 48 
who have been rejected m the last fiv^ years, there 
is a long waiting list of 1 10 other known deaf*blind 
children on a national registry. 



The ^center for deaf-blind childrAi is affiliated 
with many other.' nearby institutions for 4hc-blind, 
including'k school for blind children and a residen- 
tial community for blind ' persons and ^heir 
families. The center includes vocational trainirig 
units, workshops, adult-ed^eation prdgram"^ and 
hostels. From counseling pai^ents of blind babies 
through the full range of possible services and 
programs, including care o|^the aged, the number 
and variety of facilities and .services offered prob- 
ably make 'this center in Hanover tfie most 
comprehensive afnjj highly organized community of 
blind persons irt the world. 

A visitor to the school for deaf-blind children is 
almost overwhelmed by the abundance of equip- 
ment. Devices have been developed which make it 
possible for a deaf-blind person to answer a 
telephone and receive the message in braille, to 
communicate from room to room, and to live with* 
. a sense of community rather than with the 
isolation that' enveloj^s many deaf-blind persons, 
even in centers that are constructed for their care 
and education. With a philosophy that includes life 
planning and service in special settings, tjie curricu- 
lum is teared to self-care, physical activiti^ 
communication, and handicrafts that will enable- 
the deaf-blind child to participate lat^r in the life 
of the community of the blind. 

The teachers at the school are highly educated. 
They are required to had teacher training plus 
one and a half year^of experience with normal 
children; t#o years of internship at the school fpr 
,deaf-blind children (one year before and one year 
after special university study)Lfour terms of study 
at the det>artment of special education at Hamburg 
University; aihd, if possible, the special course at 
the InsthTjfiut voor Doven in the Net^erian(Js in the 
educatibfi of deaf-blind children.- i,^' 

The school has been unusually active in pubhciz- 
ing its work to the country at large via radio, 
television, and newspapers. This may have con- 
tributed strongly tg the tremendous success in 
fund raising. 

U.SJS.R. * 

Teachers for deaf-blind children ki the Soviet 
Union generally are trained in Moscow at the 
Institute of Defectology, one of a dozen institutes 
under the Academy of Pedagogical Saliences, 
Research projects on teaching techniques, equi^ 
ment, and programs are conducted there in connec- 
' tion with ^demonstration scTiopl whose pupils 
(mentally retarded, blind, deaf, and deaf-blind) live 
in dormitories (Watkins, 1973). t 
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?The national school for deaf-blind children 
pcned in 1963 at Zagorsk, 45 miles from Moscow. 
,^boyt So pupils from three to twenty-three years 
of age are taught in groups of three* Three adults, a 
combinati<jn of teachers and assistants, work with 
each group using methods developed by A. 1. 
Mescheryakov and his associates at the Institute of 
Defectology. Communication is taught through 
natural signs and manual cues in -connection with 
oral language and lipreading. /rhe system is quite 
different from the Tadoma method. The children 
develop exceptional use of language through 
speech, one-handed fingerspielling, braille, and 
letter^rinting in the hand. 

In contrast to oral approaches used in a few 
other countries, the program at Zagorsk does not 
plice so much emphasis upon speech that little 
time is left in a school day for content. School 
subjects and vocational training are also offered. 
Recently three seniors from the school (twenty to 
twenty-two years of age) passed the normal 
entrance examinations , to the University . of 
Moscow, two in psychology and one in philpsophy 
(Mescheryakov and Apraushev, 1975). 

Understandably, the ^eat majority of pupils at 
this school are in the classical category of deaf- 
blind children; few are rubella youngsters. 

Scandinavian Countries 

Lumping together the four very different pro-, 
grams one finds in Sweden, Denmark, Finland, and 
Norway is not entirely reasonable. The common- 
aUties occur mairily in the philosophy concerning 
the right of all children to service and in some of 
the educational procedures^ probably brought 
about by frequent workshops held for teachers of 
the deaf-blind in these countries.- 

Sweden has legislation making education corn- 
pulsory for all children, including the deaf-blind, 
and has recommended placement in centers other 
than the program for the deaf-blind for very few 
children. In Norway and Finland legislation makes 
it possible to offer services to the deaf-blind , 
providing, in professional judgment, the chilcften 
can benefit from it. All who have been identified 
and who have applied for service have been 
accepted. |^nmark has no special legislation but 
within the^ast five years has been able to keep all 
except two^deaf-blind children in its program. 

Sweden. The .school for multihandicapped blind 
and partially seeing children in Orebro, Sweden, is 
named Ekeskolan, which means Oak School. When 
the buildings were constructed in 1965 near a 
woods, many trees were sacrificed, but one magni- 



ficent oak was left standing. Most of. the pupils 
have sat in its shade or climbed its welcoming 
branches. • ^ ^ 

Ekeskolan has the responsibility of accepting all 
visually impaired children' with additiopal handi- • 
caps. The board must find suitable placement for 
the very few it rejects. Generally, even the most 
difficult children* receive one to three years of 
training, observation, and evaluation before the 
decision is made to relocate them. Even after a new 
placement is made, it is not unusual for the 
persor>^jf 1 from Ekeskolan to maintain contact and 
offer assistance. For example, when four severely 
- retarded deaf-blind children were placed in a home 
for the mentally retarded, the teachers from 
Ekeskolan trained a staff in that home to^care for 
and teach the children. 

Of the 14 deaf-blind children at Ekeskolan early 
in 1975, 13 w^ affected by rubella. Emphasis is 
placed upon motor development, language, self- 
care, e\perienGe in community functions, prevoca- 
tional activities, and summer and winter sports. 
Parents parti^pate in a guidance program to learn 
how to help the children keep their places ir\ the 
families aftl to make it possible for them to 
function in some sort of Work situation as young 
adults. 

♦ An interesting experiment in community living 
has proved highly successful. Tn the autumn of 
1972, five adolescent dealf-blind boys and girls 
were moved into a five-room apartment in a new 
district of Orebro. A couple, serving as house- 
parents, live in the adjacent two-room apartment, 
and a door connects the two residences. 

Each adolescent is assigned household tasks, 
including shopping, and they all travel to school 
and home by local buseS. One oMhe members of 
this ''family" is Anna, an eighteen-year-old rubella 
girl wh® has a hearing loss of 80 decibels in both 
ears and residual vision of 20/120 in her one eye. 
She has now lived thre^ academic years in ^ the 
apartment. During the first two years, she shared a 
' room with another rubetta girl with whom* she got 
along very welL At the end of her second year, 
Anna was considered ready to leave Ekeskolan, an*d 
she was enrolled. in a high school for normally 
s^eingi^nd heari'ng^ children. Anna's program and 
subjects have been adjusted a' little to suit her, and 
she travels tq school alone by bus even though she 
has to make one transfer. She is jiot dependent- 
upon her schoolmates and is proud of her ability t6 
manage by herself. 

Anna has Continued to live in the home where 
she his good relationships with the other deaf- 
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blind youn^ people and with the housepare^ts. 
During her third year she was given a private room, 
which she has decorated -according to her personal* 
taste and which she keeps in good order. Every 
fifth day- she takes Jiei^ turn common household 

' tasks, having learned to use the washing machine, . 
assist with ironing and mangling, set the tabl^, 
prepare simple foods, and clean up the kitchen. 
Once a week Anna returns to Ekeskolan to 

^ participate IM^irl Scout activities. Now^and then 
she takes part in various functions at a youth 
ceixJer in-town: Although she is the only dj?af-blind 
person who goes there ^wA her 'speech is quite- 
poor, she finds it easy to make contact with > 
people. 

On occasion the five adolescent? invite guests to 
the apartment. Anna arid her housemates contrib- 
ute to the preparation, welcome the visitors, and 
serve them coffee and sandwiches. All th| young 
people are happy to live in the^artmtnt and for 
Anna the experience has browned her life and- 
given her a feeling of independence (Sandstrom, 
1975). • . . 

Denmark, The program for deaf-bUnd children 
in Denmark was opened in 1965 at the state school 
for the deaf in ^Aalborg. The first teacher, -Lars 
Guldager, had been trained at Perkins, and he 
provided the impetus -necessary to carry the pro-^ 
gram forward despite changes of staff and the 
presence 'of children with great problems. The 
present director of the department, Karen Ander- 
son, was also trained at Perkins. She has developed 
research, teacher-training courses, and a journal for 
teachers of deaf-blind children. 
£- Ten-of the 11 children' enrolled in early 1975 
^ were Effected by rubella. The Danish program has 
never had a child of the classical type. In recent 
y«s it has been possible to identify the children ^ 
brlier, and home-training is emphasized for both 
the children and their parents^. At present five 
preschool children from one to six years of age are 
taught in their, homes. Once a year the children 
spend two weeks at the school with planned 
activities for both deaf-blind children and their 
parents. Also, special courses for parents are 
offered at the school during the year. 

Being located in a school for the deaf has had 
advantages. All personnel have a' solid knowledge, 
of language development and learning problems for , 
the deaf. Everyone must know manual and sign 
langj^ge as^wjell as oral language. The houseparents 
are well-educated people who have had training in 
the education of the deaf. 



When the school, needed" mpre;do|Tnitory space, ^ 
schoof officials .resfeted bu Iding anothy^ large 
structure and ^elected tCK^lW^ei^t homes in 
communities ntar the can^^iSj Groups oX eight to 
ten children, including soni|' (>f the deaf-blind, 
were placed in these houses With adult supervision. 
'Despite predictable problems community living has 
fostered " social Activities in[^the neighborhoods, 
knowledge of shops and businesses, awareness of 
i;esponsibilities in family life, and more indepen- 
dence. 

Finland StTvict is provided^ to deaf-blind, chil- 
dren in Finland in a number oT institutions and in 
their hopies.^hile only four (ages six to seventeen 
years) are enrolled at the school for the deaf iri 
Haujckala, 1 1 other? (fr#m infancy to eleven years 
of age) are helped' by a consultant who counsels 
parents and goes 4o hospitals and institutions for 
the mentally^tarded where some deaf-blind chil- 
dren reside.The usual gap in service during 
adolescence is filled by another consultant who 
works under the Central Organisation of the Blind 
land who^rganizes courfes, recreational activities, 
and social gatherings. This person also ensures that 
any further medical or psychological help is pro- 
vided. ^ 

Norway. In 1963 the Hjemmet for Dove (Home 
for the Deaf) in Andebu accepted its first deaf- 
blind children.. As a sdiool and home for multi- 
handicapped deaf, the center was abeady staffed 
with personnel accustomed to working with deaf 
children with many handicaps. In fact, a young 
psychiatrist^ T.TBasilier, had become so interested 
in this community that he learned the communica- 
tion systems used there and devoted his full time 
to helping the deaf. 

This community for the deaf includes schools, ^ 
voc^qnal training courses, and sheltered work-' 
slr5?!s. The sunoundings of the schowl include 
farmhouses and" wooded areas which are used as 
means of learning about the world outside the 
center as well as for social and physical training. 
The small family units offer good opportunities for 
instruction in daily living skills and foster awareness 
of social obligations. 



Switzerland 



In 1967 Switzerland had one de^f-blihd child in 
a school for the mentally retarded. She^was under 
the care of a teacher who had worked with the girl 
privately long before the school accepted her. A 
second deaf-blind child was being educated pri- 
vately by. a Perkins-trained' teacher. In addition, a 
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blind music teacher had developed a day program 
of care an^ instruction in her home for a number- 
of hiultihandicapped blind children including a 
few deaf-blind youngsters. 

In 1969 Sonnenberg School for Blind Childre^ 
in Fribourg opened the first foriVtal class for 
^ deaf-blind children. The program was directed by 
Hubert Cardinaux *and his wife. Under the direc- 

»n of Dr. Cardinaux and his wife; the program 
w^ rapidly and soon moved away from the 
school inta a rented space in a regular apartment 
building. Using one apartment as classrooms and a 
second apartment as dormitory space, the little 
school for the deaf-blind lost most of its identifica- 
tion with the large scho6l for the blind and became 
part of the life of the apartment building and the 
community. Although the entire staff has a feeling 
of professional .isolation at times because of the 
school's unusual setting, they agree completely 
that the children have be^iefited enormously from 
a surprising amount of integration in the neighbor- 
hood (Cardinaux, 1975). 

In 1975 the school's ten pupils (three to 
eighteen years of agd) participated in a strong 
program of physical education, language instruc- 
tion, daily living skills, and neighborhood activities. 
The school has an extensive preschool program and 
conducts systematic research on assessment. The 
ten children require a staff of three teachers and 
six assistants worlfiing full time plus two part-time 
teachers. 

The second of the two existing Swiss programs 
was operfed in Zurich in 1970 by Dorothea 
Goldschmid. Eight pujDils with an age range exteiTd-^ 
ing to eighteen years are served by two full-time 
and four part-time teachers. They are grouped in 
small families in the living quarters. The director, 
Daniel Giger-Baumgartner, is currently conducting 
research on teaching techniques and assessment. 

A recent survey of the German-speaking part of ^ 
Switzerland resulted in the identification of 50 
deaf-blind children not presently in educational 
programs. To include many of these children in the 
present facilities will be difficult. 

Spain 

The organization of blind persons in Spain, 
i Organizacion Nacional de Ciegos, coordix>ates all 
schools, rehabilUation centers, workshops" and 
other^-^rvices* for blind children Ind adults. The 
organization has considerable wealth and is g;^ner- 
ous not only to Spanish ^blind persons bu^ also to 
those in other coun^j^^^mong its f^^ams is a 



department for deaf-blind children in a school for 
'the blind in Madrid; 

The SIX young deaf-blind people enrolled are all 
classical *deaf-blind, ©ne being about seven years 
old and Ihe rest between twelve and twenty-five 
years of age. One teacher handles tlTe department 
and has concentrated her. efforts on self-care, 
language, reading in braille, and physical activities. 
The deaf-blind children particH)at«^ with' the blind* 
pupils in prevocational courses dealing with carpet 
making, wood and metal work, electrical^work, and 
handicrafts. The deaf-blind yourtg adults generally 
enter job training for bookbinding,' carpet weaving, 
and tasks in a braille printing plant. 

The Spanish ^program has been successful in 
placing deaf-blind persons in gainful employment 
positions and in helping' them to function well in 
their personal lives. 

Craoce 

France's program for deaf-blind children is 
located in the same school for the deaf that wa's 
begun in I860. However, new buildings adjacent to 
the main school make possible the modern pro- 
gram which was started in 1968. Although the 
* large school is for deaf girls only, the program for 
the deaf-bUnd accepts both bdys and girls. 

The 25 children in the program are between six 
and twenty-three years of age. The majority have 
the rubella syhdrorn|^ Ten fujl-time teachers are 
employed. A/ large problem is the planning for 
vocational training and futyre employment f6r the' 
adolescents, roost, of whorf are severely handi- 
capped. 

The present director, Mr. Souriau, is a psycholo- 
gist who IS particularly ipterested in improvements 
in general teaching met|[iods and language instruc- 
tion. In the last few yefirsC\the program has made 
great progress in training its staff and in developing 
close relationships* with the parents of the children. 

* 

Italy 

A chance meeting of a capable young deaf-blind 
woman. Miss Santilli, and a priest interested in 
special education, Father Dino -Marabini, resulted 
in the. creation of a sirtall school for deaf-blind 
children in Osimo, near Ancona, in 1967. The 
school was financed through contributions from 
national and local governments and private organi- 
zations. Today, the School, called Institute Nostra 
Cas^; is under a broad organization, Lega Del Filo 
D'oro, which has many special education and 
rehabilitation projects. Twenty-six children 
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between six and twenty yedrs of age are served by 
a full-time staff of 1 1 teachers and 37 assistants. 

The program has been influenced a great deal by 
the Instituut voor Doven in the Netherlands, where * 
the present •director of Nostra Casa spent six 
months studying the methods used with deaf-blind 
children. The amount of ancillary staff available to 
. the school i*s extensive. Part-time services of doc- 
tors,* psychiatrists, university professors, and spe- 
cialists in various subject matters have increased 
the general knowledge and functioning of the^staff 
considerably. Despite great financial problems, the 
school is moving i;apidly toward a degree of 
excellence. 

The Netherlands ^ 

The Instituut vt)or Doven (School for the DeaO 
in*the village of Sint Michielsgestel near 'sHerto- 
genbosch. Netherlands, was opened in lg40. In 
1961 the director. Father Johannes Van Eijnd- 
hoven, decided to accept some deaf-bhnd children 
in the department of multihandicapped deaf chil- 
.dreil, and Johannes van Dijk was given the respon- 
sibility^of developing a program. ' . | 

At* present 25 children from four to tweiyty-one 
years of age are served by a staff of eight tefachers.^ 
In additi6n, 20 full-time child-iiare workers serve 
on a split assrghment basis. They assist the teachers 
with the childl^n during the classroom houps, and 
they* take care of the children when they are not in 
class. The relationship of tl^eachers and child- 
care workers is such that coTOQU^u^and system-' 
atic instruction is possible during the child's waking 
hours. 

' The School for the Deaf has full-time specialists 
who also provide care fo^the deaf-bfind children. 

, These include an audiologist, otoftjgist, ophthal,- 
mologist, orthopedist, and a genepl practitioner. 
The custom x>f the insti^tion has h^n to provide 
training courses for new\taff members, so it was 
liatural that training should be arranged for the 
personnel for the deaf-blind department as \^ell. 

XJnder t^e direction of Dr. van Dijk, the staff has 
studied ways of analyzing the children's problenjs 

^ and has planned the procedures to be used. In the 
14 years it has been operating, the program has 
changed considerably as philosophies and practices 
have been modified and as space, equipment,..and^ 
staff have become available. 

The staff has tried to gain insight in three major 
areas: motor activity^'^a basis for development, 
behavior in relation people and the en^on- 
•ment, and communication. • 



Motor activity. In the early progwjn at San 
Rafael, the department for deaf-blind children at 
the Instituut voor Doven developed a strong 
program of motor activities. Because motor behav- 
ior^appears highly limited in untrained ^,?X:ilind 
children, San Rafael began by having a teacher 
move the child's body and then moving with the 

* child in what came to be called "co^ctive move- 
ment." The proximit;^ of the teaser's , body 
usually ^ovided the n^ded stimulation so that the 
child gradually became interested in the varied 
motor experiences. Repeafing patterns and senes 
of movements led the child to anticipate the next 

ynovement and to initiate part of the^ction. 

Anticipation is very important, because. the child 
is, for the moment, involved in the external 
environment.' One can then introduce signal behav- 
ior such as toufhirtg the child's head to indicate 
that the next action will be a somersault. 

Imitative behavior can be fostered through 
motor activities, and modem literature on the 
development of language in children emphasizes 
the strong relationship between imitative behavior 
and learning in general. 

Motor activity in Pj^tterns can contribute to 
improvement in short-term memory, one of the 
major problems in teaching thg deaf-blind. Coun- 
seUng of parents of very young deaf-blind children 
could provide ideas for teaching motor patterns 
that will influence 'the evolution of short-term 
memory. 

^ythm plays a vital role in deaf and deaf-blind 
children in remembering temporal ordering. 
Because hearing is Qlosely^ related to perception of 
temporal ordering, a motoric program for hearing- 
impaired children Should be a motoric-rhythmic- 
auditory training program. Language development 

* is dependent to a large degree upon rhythm, 
particularly upon rhythm that the child learns to 
produce with a drum, musicat toy, or electric 
organ. • 

, Behavior. The preoccupation of the deaf-blind 
child with his or her body produces many prob- 
lems for the teacher. To bring the child out of the 
prison of himself or herself requires insight into the 
use the child makes^of his gj her sensoay apparatus. 
Sight and hearing are so closejy related th^t when 
both, are even partially impaired, the child seems to 
rely upon the senses of tou(;h, taste, smell, proprio- 
ception, and equiUbrium. Touch and smell appear 
to b€L,closely related to emotions, and prolonged 
touc^^^s pleasurable stimulation rather than 
exploratory behavior to learn through touch. Man- 
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nerisms suchjas rocking or stroboscopic movements 
of the hands are also a means of autostimulation. 

ThelSaff at San Rafael has" noted two groups of 
deaf-blind children: (1) thosi who are body- 
centered because of defective distance senses; and 
(2) those who stimulate themselves because of 
neurological damage or dysfunction. The second 
ffoup is often severely mentally retarded. The 
behaviors of the two groups are similar in early 
childhood. Only* through therapy does it become 
evident which . children have the potential for 
progressing through coactive movement to antici- 
pation, imitative behavior, the beginnings of' a 
stable, relationship with their teachers, interaction 
with the environment, and language. 

Communication. Tfie school achieved world 
fame during recent decades because of the system 
of era) language developed by Father A. van Uden 
- and described in his book, A Maternal Reflective 
Method. The book -describes how early conversa- 
tion between a child and an. adult can be helpful to 
the child if the adult receiving some body or vocal • 
expression froin the child interprets to the child 
what he or she has indicated or said and then gives 
his or her' own response (van Udfen, -1968). Pro- 
vided with a well-planned series of experiences and 
a few carefully chosen materials,- the child can 
gradually find meaning in EWorld of objects, time, 
and. space. Too much stimulation results in the 
child's withdrawal. Insight into each chiJd^s capac- 
ity for leaving his or her shell as he or she in^eragts 
with the external world -is a valuable teaching tool 
(van Uden, 1974).^ 

At San Rafael, language is approachM^ from 
many sides. Activities are coiVibined witH oral 
sound^ and the Tadoma method is' supported by 
natural gestures. Activities that the child likes, such 
.as water play or eating, are used as reasons for 
communication tjirbugh drawings' by the child and 
teacher and serve as bases for . reinforcing shoVt- 
ferm memory and anticipatory behavior. Finger-- 
spelling is used with some children to back up 
concepts introduced by oral language (van Dijk, 
not dated). 

An extensive program of preschool counseling 
for parents makes it possible to begin motor 
activities, behavioral patterns, and communication 
skills during tfie important preschool years. 
* \ 

Grouping. Grouping ia a deaf-blind section is 
important and very difficult. 'A single teacher per 
child is undesirable because the child becomes 
> dependent upon that individual in many ways. 

The school at Sint Michielsgestel has about 500' 
children, one fourth of whom are multihandi- 



capped: neurologically impaffed, socially malad- 
justed, autistic, mentally retarded, motorically 
handicapped, aphasic, and deaf-blind. On occasion 
* children may be grouped according to. functional 
level in various activities. For example, some 
deaf-blind children have taken classes with the 
.normal deaf in language, history, and arithmetic, 
Some autistic children have been, in swimming 
classes with motorically handicapped. Often chil- 
dren are grouped according to personality charac- 
teristics, social needs, and language usage. Many 
combinations are possib^le. Placing a deaf-blind 
child with ^everejy retarWd deaf, children is less 
effective than placing him or her with deaf children 
who have language disorders. The staff believes 
that routine and familiarity for the deaf-blind are 
iinportant; however, changes' in associates from* 
time to time enable the children to develop the 
flexibihty that will be necessary when they le^ve 
the school environment. ^ , 

In group work, instruction can concentrate upon 
the capabilities of each child, whereas ifidividual 
instruction is usually directed toward his or her 
weaknesses. Both approaches to education are 
necessary. 

Bridges to adult life. Adolescents may be at any 
level of cognitive functioning, but their* bodies 
change in a pattern similar fo that of nonhandi- 
capped children. San Rafael offers sex education in 
accordSnce with the meaiis . of communication 
for each child; sports such ^s swimming, bicycling, 
horseback riding, or gymnastics; and vocational 

' trainirtg.<jeneral techn^pal education fy)v the deaf IS 
usually meant for the slow learning deaf child, and 
deaf-blind children fnay often be included. They 
arp given a broad base of elementary Jechfcic^f. 
information" which helps prepare them to work irf* 

' five general typfes of jobs: woodwork, metalwork, 
painting (houses or furniture), |)rinting, and food 
distribution (bakerv or snack bar). Gbod^^^prking^ 
hsibits, speed and wdnomy in using tool^'groyp 
cooperation, and thRibility tp,actept, read,^orgive 
directions are aspects of vocational training. ^ 

After having received Sdequate^ preparation, 
some deaf-blind young people 'have been placed irt 

( ordinary workshops for the sighted on a half-tjime 
basis as young as fourteen years of age^ while 
continuing their education for several more' yeafs. 
Otiftrs in prevocational training eventually go to a' 
sheltered workshop on another campus, which is 
under the sup^ervision of the Instituuf voor Doveit. 
After as maoy'.as ilve years of sudh experience, 
they may bfe- placed in sheltered' or normal work- 
shops fti V^mitiunities near 'tljeir homes. More 
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capsfcle^otin§ people move to specialized technical 
^ho61s after their element^ty techi^i^l training; 
and enter a brdader vai;iety of jobs. ' - , 

The national coopclinator of services for deaf- 
Wind adults wa* Jptmnerly a social worker for fhe 
deaf. SJie had a^se load of 384 deaf-blind adults. 
Many of thesfe were deaf "persons who lat^r lost 
'their sight. *Appr6ximately 10^ percent of the 
school' population at^the Insfifuut voor Doven ar^ , 
kn^wn to have retinitis pign1entosa,.and planning 
* foi* their futures is one preoccupation of the sl^|||pi 
staff. 

Because of the school's dedication, to learning 
and the, success of their program, the d'eaf-blihd 
departlnent; began to receive many requests from 
other countries' for- guidance in Jheir own pro- 
graips. The Paris offifcc-of .the Am«rican Founda- 
tioi\ for Overseas Blind arranged, j in cooperation* 
with the department, three short courses for^ 
teachers of deaf-blind children . from other 
countries in ^968, 1969, and 1972. The Instituut 
offered two more ^lirs^s on its own initiative in 
1373 and WIS. miile six Europeans have taken 
the PeYkins deaf^bhnd course, each Dutch course 
has had from I4 tt) 20 participante ^ho spend 
. from si^x to'nine wefcks listening to formal lectures^ 
watching demonstrations; discussing, readi ng^^a nd 
viewing films and videotapes of classrooilrtrctiv- 
ities.^ They, ^ave coihe mostly Vom European 
countries; a few- have come from the United States, 
Australia, South Africa, aod Tanzania. 

The positive re^ts of the courses are evident. 
The major^y'of the European programs'developin^ 
111 the 1960s and lSl70s adopted largef^arts of the 
philQSophy and procedures of the Dutc^fcurses. 

Ijjvitations were extemled to menu)^ pfliic 
staff at Sint Michielsge^tel ns^^me for one td four 
weeks to institutions in other'Tmyfuri^s-and^give 
specific help with local; prtiblems. Participants 6f 
fqrmfer courses 'sometimes returned for a second 
coUrse^ or for parts of second ^arfd third courses. 
"Exchange visits laSting from -one tp six weeks Were 
arranged among former participants of the c^Wrses.^ 
The Dutch staff, feeling a gfe'at sense of respon- 
sibility, increased its efforts' to study its bwn 
programs 'and to ^pnduct research with direct 
practical value. % ■ ' 

^Scandinavians held ^ several short Workshops 
among themselves, more to lopk at som'fewhat 
different approaches than to try to reproduce the 
■ Dutch methods^ and^ their ef^orts*^ had their own 
effect updVi the Dutch^research. 

The "Italian school hel4 two workshops for its 
Staff taught ty Dutch personnel^ 'Ri^^w director 



spent^ six months at ^he Dutch school, and the 
entire ItaHan staff <isite> ^ seve ral tiIfles^* 

It is entirely possible -thafVthe sharing of infor- ^ 
matl!>n and the exchange of personnel might have ^ 
talcen plage in Europe without the leadership of 
the Dytdf- school-leadership nof^Ught but practi- 
cally thrust upon them. JI% large numbers of . 
rubella children forced educators to look elsewhere 
for ideas since the literature was .evidently behind 
the practice in the field. What is amazing is that the ; 
mationship among all the* programs in Euix)pe iS; 
extremely cordial, and none appears to be compet- ^ ^ 
%iilg for prominence. There 'is only pleasure in the 
, sharing, relief at knowing about the struggles- 
others have with similar problems, and keen^ 
intere|t in one another's successes. " * 

t - ' 

Otl\er Buropean Programs 

In the two . years befofe^ World War II, the 
Instituut' for the Blind at Laski, Polan^^had begun 
the education of two deal^blind gir4s. In 1953 
fourteen-year-old fCfystyna Hurszkiewicz 
accepted aftid provided wjtlf a full-time instructor, 
an assistant,, and"" the. part-time, services of several 
'gther teachers. Des|)ite her latfe pj^ry, Krystyna 
washable to make some progress in language axid 
concept development, ind her- teacher puBli^ed 
some of Jier detai^fC^ records. Npw,.at nearly forty • 
years^ of age, Kryst^h a" spends part of her days with 
her parents and part af the Institute (Tezierska,-.' 
, 1963). ' : . . ' ' ' 

At present the Instituutns providipjsupportive 
sendees to a twenty-one-year-old deaf Wind man^ 
' w^ho is attending a secondajji-scljool with sighted, 
students. ' . . . 

3 * -A, Yugoslav program was^|pun in' 195,6 by Petar 
Vukas at the Velijko'/^amS^ovic Institution (qr 

. Visually Jmpaired-Children, at Zemun. During the 
foll6^mg nine years, three children were accept^ ' • 

' ^ the age range df six to 'eight years. Now, as 
adults, two of them are employed by a sheltered 
workshop in Belgrad?^, but inky work at*home. At 
present Yugoslavia has no knoWn^deaf:blind chil- 
dren: / ' * ' ^ ^ V 

^ Services in Iceland have b,een provided to a few 
- deaf-blind childi*^ in FKykjavik under the^ead^er- 

ship of B. Viglunsdottir, but little is known aboi^" 

any Current prpgram. v ^ ' 

In Roihania ^vritings of a very capable dfcaf-blind 

adolescent have been Circulated, and the ct)untry , 

apparently has a prograip for a few (flher phildten 
' as well. * . • 
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; ^International Confe#en(*s on Deaf-^^lirid Chfldren 

^ Five world' conferences on the education of 
deaf^-blind children have been held. The first, in 
\ .1962 at Condover Hall in England, attracted 18 
oveiwas participarfS and 23 from Great Britain. At 
^ each succeeding conference -Denmark (1965), the 
Netherlands (19#>;"the Unifid States < 1971), and 
England (1974)-the^ number of participants 
increased. 'Australia will host the 1976 world 
conference.* ^ >^ * 

in additin to' these wory^^emiferences, one 
* European relSonal confen 
, in 1969. 

The value of such gatheri 
sAnylation and Jeamiiig 
',prough international exc 
' subject about which literature has been compara- 
tively scarce. (A list of Conference reports ^S' 
presented at the end of this papej.) 

• ' Summafy 

" ^OutsideAJte United States programs for de; 
blind children are provided in several European 
countries, Australia, South Africa, Canada, -and 
^ Argentina, and:instructi6n for one or two children 
is ^ovidedNn Laos, Japan, Singappre, and India. 
. This paper describes briefly the seryires provided iiK 
13 European couqtries. Small programs in four 
others are>mentigined. 

Of. the 3ji^af-blii%d children in school ^arly in 
J975, 101 inf in Great Bijtain, 53 in the German 
Federal Republic, and 5 1 in the; U.S.S.R. The 
numbers of pupils in the other countries ranged 
from 4 to 26. Settings include schools Jor the deaf 
in five countries, isolate^* schools for only deaf- 
^bli^d in four countries, plu.s schopls for the blind, * 
the physically^handicapped, m'ultihandicappeld-deaf 
on bliild, and.even'^l^ols for the normal. Great 
Britain offers the gre&test vajiety of settings. 

Three* broad .bases of .instruction are those 
occurrirtg in the U.S.^R. where thg large aflfc?6r- 
^ tion of tkssic deaf-blind permits the incluSon of ' 
ihucb subject matter,, in Great Britain where a 
particular language is usejj, and in the - 
'countries \vTOtt^the philosophy of the Dutch 
school has b^tn influential. The Scandinavian 
countries, while sending representatives to ijitema- 
tional training courses in the Netherlands, fiave* 
' held tfiieir own wofkshops and meetings. 

Much exchange of teachers has tdiifci place 
amongi all the countries in western Europe, and 
^ four of the five wbrld x;onferences*on (ijsaf-^blind 
children have been held there. 



iServices ^extend from early preschool .years 
through yqung adulthood, in all countries. Integra- 
tion into other groups of handicapped children and ' 
into the communities near the school programs has 
bee'n successful in most countries. Past and present 
research is rnainly concerned With assessmen^and^ 
program development. 

r 

European Programs for Deaf-Blind 
Children , 

Denmark ^ " 

Statenaf Tunghore og Dov^skole 
^ Kollengievej, 1 • 

^OOAalbprg ^ ' . ^^^^ \' 

Finland ^ ► 1 ^ 

Jyvaskylan Kunlov^aistenko 
Haukkala ^ ^ ^ 
40740 Jyvaskyla 74 



dstenko^» 

Fiafice ^ 



Jnstitutibn pour Sofirdes ef Sourds-Aveugles 

Notre D^me.de Lafnay ^ 

86000 Biard - Poitiers ^ - ' 



East Germany 



Oberlinhauf^. 
Rudolf;Breitscheid^tr. 24 
1502 Potsdam-fiabelsberg 



V 



West GwTrtany 

Deutschea^Taubbtiijdenzentrum 
Staatlich Anerkannte private Schule 
fiir Taubblinde 

, Albert-Schweitzei^Hof. 

'3 Hanoyer-Kirchrodfe ^ \ 



J" 



Iceland 



D^af-^lina Unit 
Jleyrnleysingj^kolaia 
^takkholt 3, 
/ Reykjavik 



Itafy 



fnstituto irfedico, Psico Peiagogieo 
/mstraCasa" ; ^ ^ 

Via*Montecernoi 1 
60027 Osimd (Ancona) 

, ^ * Thfe Netherlands* 

San Rafael Pavilion^ 
Instituut voor Doven • 
Sint Michi^lsgestel ^ 



r 



.v. 
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Norway 



Hjemmet for Dove 
Bameavdeling^ 
3120 Andebu 



Poland 



Zaklad dla Niewidomyeh 
05-89 ULaski-Warsaw . 

4 

Spain 

"Inmaculada Concepcion" 
Paseo de la Habana, 208 
Madrid 16 

» • ^Sweden 
EkeSkolan 

Spec. Skola fiir Synskadade 
Box 9025. 

700 09 Orebro 9 . / ^ 

. • ^ ^ Switzerland 

« 

Au$senstati6n ' - 
Institut Sonnenberg 
Pletscha, f 7 

WOO Fribourg • . 

'beratungjstelle, fur Taubblinde 
^Wibbchstras^, 94 
'8037 ZuHch 

/ ' ^ United Kingdom 

P^thwa^s 

Cond over Han School for Blind Children 

v^fh Other Handicaps 
Gondover • " ^ 

. Shrev^sbury^ Shropshire SYS 7AH 

Lea Hospital » 
Blind/Deaf Unit ' ^ ^ 
Stoui^bridge Road^ 

Broms^oVeB61 OAX Worcestershire ' 

Deaf /Blind Unit* . 
.. Royal Victoria School for Blind Children 
Benwell Lane * * 
Kewcastle-on-Tyne 
Nortiiumberland Nff 1 5\6SR 

Overley Halt|t.^^^ 
Overley * • 
Telford,^Shr<^pe 



Elmete Hall 
Elmete Lane 

Ueds, Yorkshire LS8 2LJ • ' 

Deaf/Blind Unit . / 
Paddock Junior School 
9 Spencer Park, 
London SWr8 2SX * 

* U.S.S.R. 

National Sch'ool for the Deaf-BUnd 
Zagorsk 

Conference^eports * 

Conference on Children with a Combined Visual 
and Auditmry Handicap. Edited by Peggy Free- 
man. Pembroke College, Oxford: English Deaf/ 
BUnd and Rubella Children's Association, 196L 

Deaf-Blind Children and Their EdupaHon. Proceed- 
ings of the International Conference on the 
Education.of Deaf-Blind Children at Sint Michi- 
elsgestel, August, 1968'. The A^therlands: Rot- 
terdam University Presa, 1 97 L ^ ^ 
^* Fourth International Conference ohOeaf-BliWd 
(Children. Report of proceedings, August, 1 97 1 . 
Wateirtown, Mass.: Perkins School for the Blind, 

'K^ort on Second Conference on Children with a 
Combined Visual and Auditory Handicap. 
Edited by Peggy Freeman.* Pembroke College, 
^ ' D}(ford: 'Englfsh Deaf/Blind and Rubella Chil- 
dren's Association, 1966. 
Teaching Deaf-Blind Children. Report of a seminar 
on the teaching cff deaf-blind children 'at Con- 
' ' dover*Ha11, Great Britain, July 1962. London: 
Roya^ational Institute for the Blind, 1962. 
. Teachi^ Deaf-^lind Children. Report i>£j semiHar 
on the teaching of dSaf-b\^id childrS at Kalund- 
borg, Denmark, July, 1965. London: Royal 
NatipnaH^nstitute for the Blind, t9*65. 
, Theory into Practice, 1974, Report of the Fifth 
Interftatiorial Conference on «Deaf-Blind Chil- 
dren. London: Royal National Institute for the 
Blind, 1975. ^ 

References ^ 

Arnould, ho\\\^. Souls in Prison-The School of the 

Peaf-Mute-Blind. Paris: Boivin & Cie, 1 948. 
tardinaiix, H. The So-Called Deaf-Blind Child. 

I&tterdam: University Press, 1 97 S. 
Cardinaux, 'H. Assessment of the Multihandi- 
capped, Rotterdam: University Press, 1975. * 



Jeziepska, Sister Emmanuele. Observation' on the 
Development of the Degf-Blind Krystyna 

^*hryszktewi€Z. ^V^rsaw^ Pantswowe Wydawhic- 
twoNaukowe, 1963. 

Me5cheryakov, A.. I., and A. V. Apr^ushev. *'Ser- 
vices for the ^dult Deaf-Blind in the U.S.S.R.," ^ 
The New Beacon, April; 1^75, 90-93. " * 

Myers, S. O. Where Are They Now? A Follow-Up 
Study of 314 Multihafidicapbed Blind People, 
Former Pupils of Con^oyer hall School , Lon- 
don: Royal National liistitute for the ^Blind, 
1975. '4 ■ ' , , * 
^ Sandstrom, Gunnar. History-of Swedis^ Deaf Blind 
Education. Unpublished paper, 1975. ^ , 



• 

van Dijk, J, "The Non- Verbal Deaf-Blind Child and 

His World: His Outgrowth Toward the Wc%ld of 

Symbols," Verzamelde Studies, Deel XL St. 

Michielsgestel, The Ke"therlan&s: Instituut voor ' 

Doven^not dated, 
van Uden, A. A Maternal Reflective Method, St. 
,NiichieIsgestel, The hhgtherlands: Instituut voor 

Doven, 1968.. \ ' 
van Uden,' A., A World of Language for Deaf 

Children. The. Netherlands: Hotterdam Univa^- 

*sity Press, 1974. 
Watkins, Keith. Report on the Institute of Defec- 

to logy, Moscow, U.S. SR. Unpublished paper, 

1973. 




\ 



Table 1 



Historical Developmenrof Servic^ for the Deaf-Blind in Europe ^ 



Year 



1920 
193& 
1952 



Type of school 



Deaf 



Blind 



Spain 
Poland 
Overley, 
En^and. 



Physic 
handle 



ultihandi 
capped deaf 



1955 ; 

1956 I 

1961 I The Netherlands 

1962 i Finland 

1963 L . : . . . 
1965 1 Denmark 



Yugoslavia 



Multihandi 
capped blind 



East Germany 



196& 



1967 : . . . . 
4968 i France 
1969 U . . . 



1970 j 

^ I 
1974 \ 

i 

1975 

• i 

1976 



I^wcastle-oh . 
Tyilc, England 



Leeds, 

En^and 
Glasgow, 

Scotland 



Condover, 
Englan'd 



Deaf-bliQd 



Ordinary 



.Norway 



Sweden . 

Bromsgrove, 
England 



Russia * 
West. . . 
Germany 



\ 



Italy 



London, 
finglan'd 



Zurich, 
Switzerland 

Fribourg, 
Switzerlgntl 



9 units ^ 
Greater 
* London 



I 



O 36 

ERIC > 



45 



Table 2 ■ 



Finan^l Support of Services for the Deaf-Blind 



Country 



Qreat Britain 
London 
Condover 
Bromsgrove 
C^erley 
NfewCastle-od- 
Tyne 



National , 
government 



German Federal 
Re*public 



Partly 
Partly 
Partly 

Partly 



Local' ' 
govern menjt 



Partly 
Partly 
Partly 
Partly 

Partly 



Partly 



Church 



Private 
organizations 



Partly 
Partly 

Partly 



Partly 



U.S.S.R. 



Italy 



Netherlands 



France 



Switzerland 
Fribourg ' 
Zurich , 



Sweden 
* Denmark 



German Democratic 
Republic 

Norway 

Spain ' 

Finland 



Partly 



Partly 



Partly 



Partly 



Partly 
Partly 



Partly 
Partly 



Partly 



Partly 



Partly 



Partly 



Partly J 



Partly 



Table 3 



* Distribution of Deaf-Blind Children 
in European Sciiool Programs 



Country 


Number of 
deaf-blind 
children 
in scnuui 


General description . 


'General - 

pupUlal-UJll 

of country 


Classi- 
cal 


Rubella 


Other 


tjlrcat Britain 
London 
Condover 
Bromsgawg 
Oyer ley 
N*ewcastle-on- 
Tyne 


■ 101 
. (30) 
•(27) - u 
(25) 

(11) • 
(8K 


2 


61 

f i 
1 


38 


c/: r\r\r\ AAA 

5o,UUU,UUU 


German Federal 
Republic 


' ' ^ 

, 53 


n 




29 




USSR. 


51 






Q 


lAi onn 000 • 


Italy 


26 


2 


12 


.' 12 


54 000 000 


Netherlands 


25 




9 V, 


16 




France 


25 




14 


4 


52,000,000 


Si^itzerland 
Fribourg , 
Zuiich 


00 O 00 


2 • 


'll. 


5 


6,500,0P0 / 

>> 


. » . 

Sweden- ' 


14 




■ 13' 


*' 1 


8,000,000 


Denmark 


11 




10 


I , 


-5,000,0(^ 


German Democratic 
Republic 


9 


2 




7 . 


17,000,000 


Norway - 






• 3 


4 - 


4,000,000 


Sj)ain 




^ 6 






34,500,(J00 


Finland 


•4 




3 


1 


5,000,000. 


. Totat " 


. 350 " 


59 


164 


'127/' 





Table 4 



Ages of Persons Served 
by Profgrams for the4)eaf-Blind ^ 



Country 








Ages in years 






s 


Totals 


-3 ^ 


3-5 


6-8 


^-11 


12-14 


1 S — 1 7 

1 1 


1 0 C\J 


valuer 


Great Britain 
Bromsgrdve 
Overley 
Condover 
Newcastle-on- 

Tyne 
Pajidock- London 


* 

1 


1 

3 . 


8 
4 

3 

4 ' 

3 , 


14 

"4 

12 

,1 
i 


. 2 
■M) 
3 

• 


' r 

i 






25 • 
11 

I 1 , 

8 
7 


German Federal 

. KepUDuC 




5 


19 


13 


3 








- 

53 


iioiy 






c 


10 


3 


7 


I ^ 




26 


iNetnerlands 




1 


3 


7 


3 


4 


6 


1 


25 - 


France 






4 


, 7 


7 


-I 


1 
1 






Switzerland 
Fribourg 
Zurich / 




1 

1 " 


1 
1 


1. 
I 


4 
1 


1 

2 


2 
2 




1-0 
8 


Sweden 




5 


1 


3 


2 


■ 3 






14 


E>enmark 




2 




7 


2 








• 11 ■ 


German Democratic 
Republic * ^ > 






2 


2 ' 




4 






.9 


Norway 






4 


1 


1, 


1 






7 


Spain 






1 




1 


I 


- '2 


1 




Finland 






1 


1 


* 


2 


< 




4 


Totals 


1 


, 19 


64 


87 


42 


35 


23 


f — 

5 


~276 
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Primary and Secondary Prevention 
of Deaf-Blindness 

PIuUpltZiring,MJ>. \ 
Chief, HamBc^iped Chidren's Section, Pediatric Services, The Roosevdt Haq>ital; and ^ 
Assistant IVofc^r of Pediatrics, Cohin)biaUnWefity,Cofege of Phy^^ \ 

and 

Louis Z. Cooper, M.IX^ 
Diiector, Pediatric Services, The Roosevelt Hospital; mid 
Professor of Pediatrics, Columbia University, CoDege of Physicians and Sufgems 



In this paper, prevention of- deaf-blindness will 
be viewed from ^wo perspectives. The first is 
primary prevention. This includes those steps that 
can be taken to present a ,particular cause (etiol- 
ogy) of deaf-blindness. The means with which to 
prevent some diseases are already available, and 
their effectiveness is frequently a matter of dili- 
c gence with* which they are utilized. The causes of 
other diseases are obscure, and rfo means of 
prevention are yet known. 

Secondary prevention includes those steps that 
' can- be taken to mitigate the effects of functional 
impairment resulting from deaf-blindness. In the 
. consideration' of^ secondary prevention, mention 
will be made" of those areas in which medical 
intervention may play a role m management. 

Pearly,, treatment of deaf-blin(J children is a 
complex effort requiring the services* of a variety of 
specialists. Each specialist must provide the form 
of treatment tliat is standard and appropriate for 
that discipline. However, the coordination of 
numerous^. services* and medical specialists is a 
difficult task that requires the efforts of one 
primary person, often the {^diatrician, to enable 
one to understand the system of priorities 
^^ggested by the consultants and to guard' against 
fragnfientation and duplication of care and needless 
frustration, expense, and anxiety for"" the family. 

Around the country interest is increasing in 
developing training .programs for pediatricians who* 
are interested in ptovidinig a broad r^^nge of health 
and' other habilitative services for handicapped 
children* Those programs that are now training 
pediatricians ,iti relatively narrow* subspecialties 
such as-cardioiogy, hematology, or allergy should 
be expanded to provide pediatriciansr who are 
spedalists in the tot%l care of the handicapped 
childTThe goal-would be to have these specialists 



server as primary physicians and consultants to 
hospital-ba^ed clinics, medical school teaching pro- 
grams,' governmental agencies, and other child 
habilitation programs, such as those serving deaf-^ 
blind children. The Handicapped Children's Sec- 
tion at Roosevelt Hospital is one such multidisci- 
plinary health care team, rendering clinical services 
to approximately 1,800 children throughout the^ 
New Yoric metropolitan area. Its major orientation 
is toward the cqmprehensi^ functional and thera- 
peutic , needs of the child and his or her family. The 
basic care unit is a team composed of a pediatrician 
with special interest in the care of handicapped 
children, a public. health nurse, a social worker, and 
a special educator. Most problems uncovered in 
caring for patients are handled by the health care 
team, with back-up support provided by clinicians 
representing all major subspecialties at the hospital. 
Many primary services are delivered at the schools 
for the handicapped in which the children are 
enroUed. Under these conditions educators, admin- 
istrators, and others at the school often become 
naembersf of this health care team. New health 
service needs may be identified and new programs 
may ^e developed because of the presence of the 
hospital-based physician at the school. During the 
past year, for exainple, those in tfie unit have 
recognized the ne^d for, and have developed, a 
gynecology service for multihandicapped children 
and adolescents and have provided advisory ;^ ser- 
vices in the development of sex education curricu- 
lum in the schools. Such collaborative programs, 
have the potential for making a major impact in 
primary and ^condary prevention of diseases and 
disabilities. 

Deaf-bhndness is such a cataclysmic event in the 
Ufe of an individual, and its impact on the family 
and society is so great, that it is prudent to review 
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some of the causes of this condition so that 
appropriate .preventive steps can be taken. 

No attempt is made to cat^og herein all the 
' possible causes of deaf-blindness. Instead, many of 

• the most common and representative conditions 
are described in three broad categories: prenatal 
infection, genetic disorders, and postnatally 
acquirecL These areas will be considered with a 
view toward incidence, clinical characteristics, 
treatment, and preventive measurcs.- 

Congenital Infection ^ 

Of the many infectious diseases that pregmnt 
women can contract, few, fortunately, are capable 
of causing seribus damage to the developing fetus. 
Usually, severity of illness in the mother is no 
index of potential severity of damage to the fetus. 
For example,, while rubella can be mild or e^en 
inapparent in the mother, it can seriously affect 
the fetus. With few exceptions, .one attack of an 
infectious disease results m permanent immunity, 

• and the chance of recurrence in subsequent preg- 
nancies is small. ' . 

In ^infectious diseases in pregnant women, the, 
infecting agent reaches the developing fetus either 
via the maternal blood stream- or directly through 
^ the cervix. The injury dealt to the developing 
tissues throu^ both direct killing of cells and 
prevention of normal tissue maturation may result 
in abortion, stillbirth, or a number of serious birth 
defects, includin^-deafness and blindness. 

The • following is a description of the most 
common forms of congenital infectioq that can 
result in deaf-blindness. 

Rubella r 

The tragic epidemic of rubella in. 1964-65 irrthe- 
U.S. left hundreds of deaf-blind children in its 
wakfe and was, in Urge measure, the major impetus 
for the creation of the regional deaf-bUnd centers, 
fn 1974-75, of the 73 deaf-blind children enrolled 
at the New York Institute for the Education of the 
^lind, the largest educational program serving the 
^Mid-Atlantic, North, and Caribbean regional cen- 
ters for deaf-blind children, 55 were diaposed as 
having congenital rubella. 

Data derived from the longitudinal follow-up of 
the rubella project patients with congenital rubella 
indicate that the period of vulnerability of the 
fetus to infection with the rubella virus seems to 
extend from the time of conception to approxi- 
mately the seventeenth week of gestation. Beyond 
this point, the fetus seems to be safe from 
infection by rubella virus and consequent birth 
L defects. 



During the period of infection, rubella virus may 
be found growing in virtually every tissue of the 
fetus, including that of the heart, eye, inner ear, 
and brain. It is this pathological process of interact 
tion between the rubella virus and host tissue that 
results in the constellation of abnormaUties thaf 
has beeni called, congenital rubella syndrome. The 
^ most common specific cUnical abnormalKies 
include sensorineural deafness (bilateral or unilat- 
eral, mild to profound)'; congenital heart disease • 
(parent ductus arteriosus- or pulmonic stenosis, or 
both); cataract (unilateral or bilateral), glaucoma, 
rubella retinopathy, or high myopia; and rubella 
meningoencephalitis, with resultant degrees of 
psychomotor retardation with intellectual or 
motor impairment, ' various b^havic^l abnor- 
malities (often autistic in qualityX centrat language 
impairment, or typical spastic cerebral palsy. 

Clinical manifestations and treatment. For a 
review of the clinical manifestations and manage- 
me.nt of children with congenital rubella, See the ' 
article by Louis Z. Cooper and others (1969), 
which is inclu'/Jed in the references at the conclu- 
sion of this piper. • 

Primdry prevention. A primary preventive 
measure for congenital rubella has been available 
since 1969, whe^ the use of live atterkuated rubella 
virus vaficine was authorized. Its use is predicated 
on the belief that a single attack of rubella will , 
confer lifelong immunity. Since then approxi- 
mately 60 million doses of rubella vaccine have 
been administered in this country, largely to young 
children. With the expectation that widespread 
epidemics of rubella, such as occurred in 1964-65, ^ 
could be prevented. As anticipated, no lafge-scale 
epidemics of rubella in young children have 
occurred, but there bave been ideal outbreaks ^m ^ 
oldej children and young adults who ha>^ hot had 
the disease or who have not been vaccinated against 
it. Of great importance, therefore, is the screening 
of women of child-bearing age to determine-their- 
susceptibilfly to rubella. The Rubella HI Antibody 
test can be used for such screeni^te- This simple 
blood test is reliable and inexpensive^uid, in most 
cases, results can be made available in 24 hours. 
The surveys taken at the Roosevelt Hospital in 
New York indicate that 15-*20 percent of the 
women of child-bearing age in New York City axfi 
Susceptible to rubella and could be protected with 
an inoculation of rubella vaccine. However, caution 
^must be exercised in the use of this vaccine; 
women receiving it must not become p<fcgnant 
within two to three months following vaccination 
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because of the' potential hazard of exposing the 
fetus to this attenuated' live rubella vaccine virus. 

Gamma globulin, a serum fraction prepared 
from human plasma, has often been^ given to 
pregnant women exposed to rifbella in an effort to 
prevent the disease. Unfortunately, ^as it is gener- 
ally used, this treatment has Jiof been found 
effective in -preventing rubella infection in th^" 

' fetus. A special form of gamma globulin prepared 
from persons convalescing from rubella (rubella 
immune globulin) is presently under study, with 
the hope that its use might either prevent congeni- 
tal infection or render its effects less harmful. It ^ 
could be used in situations in which the parents 

^ will not consider mterruption of the pregnancy as 
an option. At the present time, there is no known 
treatment that can clear the fetus of ^ rubella 

• infection once ihe infection has b'egun. In many 
cases in which maternal rubella has been docu- 
mented, the decision is made to terminate the 
pregnancy through abortion 

Secondary prevention.. The deaf-blind child with 
^congenital rubella requires a well-coordinated 
effort by a large team of clinical specialists, to 
obtain optimal therapeutic results in an 
e d ucational-habilitative prdgram Sophisticated 
treatment by' an ophthalmologist, audiologist, car- 
diologist, psychologist, and others must b^care- 
fully planned in advanoe and must be an ongoing 
integrated process. 

Congenital TQxoplasmosis 

.Toxoplasma gondii 4S a protozoan parasite^ that 
has been isolated from raw meat with -varying 
degrees of regularity. Ingestion of raw meat by 
humans or exposure to contaminated litter of cats , 
that have eaten raw meat can establish a wide- 
spread infection in a Susceptible indivicjjbal. ,This 
disease may be manifest in a spectrum from severe 
clinical illness to asymptomatic infection. In the 
pregnant woman, these parasites may gain access to 
the circulatory system during an infection, cross 
tfce placenta, and se^ up a widespread infection in 
the fetus. At birth, the infant may be affected with 
severe, Hfe-threatenmg disease or may appear to be 
..perfectly normal, only to manifest symptoms later 
' in childhood or, rarely, in adult life. 

Clinical manifestxHions, In the severe form of the 
disease, the most common findings are hydro-- 
cephaly or microcephaly; destructive inflammation 
of various parts of one or both eyes (chorio- 
retinitis); and inflammation of the brain and spinal 
cprd (encephalomyelitis), with resultant deposition 



of calcium 'in the brain, convulsi^ins, or mental 

* retardation. The incidence of Wm disease has been 
estimated 3S approximately one in 1,000, although 
it may be higher among special high-risk groups 
such as the indigent population in Alabama (MiUer, 

. Seaman, and Remington, 1967; Desmonts, 1975). 
Infection rates vary tremendously from country to 
country. The highest incidence among western 
countries in which studies have been* made has 
been* in France, where minimal cooking of certain 
meats, especially lamb, provides early exposure to 
the parasite. 

Treatment. Prompt antimicrobial therapy with 
sulfonamide antibiotics is generally recommended 
for infants diagnosed as having congenital toxoplas- 
mosis. Such treatment cannot reverse the damage 
already done, but it' may prevent further ipjury to 
the patient. . 

firtmgry prevention. No vaccine is cunprtly < 
available to prevent infection by toxoplasma. 
Research to discover such a vaccine, howeveV, is 
.currently being conducted. The best preventive, 
measures that can be. taken at the present time, 
include eating meat 6nly if it is well-cooked and 
avoiding exposure to contaminated cat feces in 
litFer or sandboxes. 

Secondary prevention. As with other congenital 
infections, early diagnosis of taxoplasmosis and 
referral to a comprehensive health and habilitation 

• facility* are mandatory. Dngoing stxidies of multi- 
handic»ped children cleariy indicate thatintdrven- 
tion ar birth and durmg early infancy, through 
treatmerU of tjje underlying disorder and habilita- 
tive measures directed at deafness and blindness, 
can*ave ppsitive long-term consequences for the 
child apd his or her family. Investigations currently 
underway to identify children with congenital 
infection at birth and during early infancy, such as 

^^fOntme screening for elevated IgM levels in the 
umbilical cord Mood, should make important' 
>oatribut{9ns in this area. 

' Congenital Cytom^aiovtrus Infection 

Fetal infection with cytomegalovirus may be the 
most common of_tiie congenital infections,, with 
- approximately one in 100 consecutive, newborns in 
one series found to be shedding this virus in the 
urine. As with the other infections previously 
described, the spectrum Of clinical illness 1n the 
newborn ranges from severe illness to subclinical 
infection. However, unlike most of the others 
described, asymptomatic infection of the mother is 
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most common; and congenital infection in sub- 
sequent pregnancies, although rare, has been 
leported. 

Clinical manifestations. The most severe clinical 
features of this disease include microcephaly, with 

jfiieningoencephalitis and calcifications in the brain; 

Chorioretinitis, which roay involve one or both 
eyes; sensorineural hearing loss; and psychomotor 
retardation (Hanshaw, 1975). 

Treatment. No reliable form of treatment has 
been found for this disease in thejiewbom or, older 
child, since much of the damage is done in utero 
and is irreversible. Also, since there may be no rash 
(as there is with rubella) or other clinical illness 
during the pregnancy, the congenital infection may 
not be diagnosed until some time after the birth of' 
the handicapped child. 

Primary prevention. No* vaccine is avjiilable in 
the United States to prevent congenital cytome- 
galovirus infection. An experimental vaccine is now 
being tested in Europe,^ however. Should that 
vaccine prove successful, it certainly will be eval- 
uated in the United States. 

Congenital Syphffis 

SyphiHs is - a venereally transmitted disease 
caused* by the organism treponema pallidum. This 
organism, is able to traverse the placenta after the 
^eighteenth weetof pregnancy, when the naturally 
protective layer of cells in the placenta deterio- 
rates. Fetal infection then results in disease that 
can vary from clinically inapparent to rapidly fatal. 
Some signs^may not appear until early childhood. 
These signs include inflammation of the eye, which 
am progress to blindness (interstitial keratitis), and 
. sen^rineur^l hearing loss. * 

Psychomotor retardation is one. of the common 
manifestations of the early severe form of congeni- 
tal syphilis (resulting from syphilitic meningitis). 

Treatment. Congenital syphilis can be- prevented 
by adequate antimicrobial therapy of the pregnant 
woman who is identified as having active syphilis 
prior to the eighteenth week of gestation. Treat- 
ment of such patients beyond the eighteenth week 
can cure the infection in the fetus; but with, 
variable outcome, depending on the extent of 
damage already done. Newborns and young infants ' 
id,entified as having congenital syphilis must be 
treated promptly with antibiotics to prevent the 
many complications of this disease (Harris^ and 
Cave, 1965). Corneal transplantation may prove 
effective in providing useful vision in patients with 
scarring seqondary to interstitial keratitis 



Primary prevention. 'No vaccine is available for 
evention of syphilis. Therefore, careful monitor- 
ing of all pregnant women to determine the 
presence of active syphilis is mandatory so that 
prompt treatment can be instituted. 



Genetic Disorders 

Each of the 46 chromosomes in the human cell 
has been likened to a string of beads. The beads are 
called genes. These genes ate responsible for 
individual characteristics such as hair color. Each 
gene has a precise chemical structure, and is 
situated on the chromosome in- its clearly defined 
place relative, to other genes. Serious variation from 
this pattern can be incompatible with life, with 
resultant intrauterine death or stillbirth. Other 
gene defects may be compatible with life but may 
result in a serious, lifelqngjaandicapping condition. 
Despite the great potential for abnormalities in 
children, the va^t majority arp bom without a 
serious genetic.disorder. 

Human beings may ^^ffected by a large diverse 
group of genetically determined disorders that may 
include deaf-blindness. As a rule, the birth of the 
first child with such a. disorder is not anticipated 
by the parents or the f)hysiciahs charged with the 
care of the family. Primary prevention, therefore, 
is principally' a matter of identifying asymptomatic 
(Carriers In the family and providing genetic coun- 
seling to the parents of such handicapped children 
to* familiarize them with the probabilities of their 
bearing affected children in the future. For some 
of these conditions, laboratory tests can now be 
performed to identify the parents as carriers even 
-before the birtlx o^ the ajffected child. Tests may 
also be performed on the mother during pregnancy 
to determine whether the fetus is destined to be 
bom with a genetic disorder. For the most part, no 
specific treatment is available to reverse the course 
of a geftetic disorder in a cUd so affected, 
although a great deal of exciting new research in 
genetic engineering is presently in prop*ess. ,This 
research is aimed at finding ways to correct genetic 
defects and to restore the affected individual to a 
normal state.' 

Usher*s Syndrome ^ • 

In 1913, C. H. Usher pointed out the hereditary 
association of deafness with retinitis pigmentosa in 
a group of 69 patients. Retinitis pigmentosa is a 
(iegenerdtive. disease of the retina, progressing from 
impaired vision in the da^ to gradual constriction 
of peripheral vision to total bhndness, usually by 
the time a person is in his or her twenties or thirties. ' 
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Usher's syndrome is inherited as an ^autosomal ' 
recessive characteristic. In this condition, "both 
parents are normal but cajry an abnormal gene 
re^nsible for pigmentary retinal degeneration 
with deafness, probably^ because of the common 
embryologic origin of this component^of the retina 
and the organ of Corti of the inner ear. Males and 
females are affected in equal numbers. The risk for 
recurrence of the disease in subsequent offspring of 
these parents is one in four, with two irf four 
appearing to be normal but Jbeing carriers of the 
' abnormal gene. 

The prevalence of Usher's syndrome in the 
general population is estimated to be three per 
100,000. Among high-risk individuals such as the 
congenitally deaf, it may be as high as fiye to ten 
per 100. The frequency of deafness in a population 
with proven retinitis pigmentosa has been reported 
in various series from 32.3 percent to 42.4 percent 
Usher's syndrom'Ns considered to be one of the 
leading genetic caijses of deaf-blindness among 
chilcfren attending schools for the deaf and schools 
for the bUnd (Usher, 1914; Kloepfer, 1966). 

Clinical manifestations. The clinical manifesta- 
tions of Usher's syndrome typically include the 
insidious onset . of severe and progre^ve visual 
impairmeftt in a congenitally de^fnchrid. Othef 
common manife;3tations are related to the^tientral 
nervous system and include ^ variety of psychiatric 
disorders, mental retardation, central * language 
impairment, and loss of the sense of smell. 
\ . Modem diagnostic techniques have permitted 
the' detection of abnormalities of the retina in 
persons prior to the appearance of retinal changes 
that can be detected with the ophthalmoscope. 
' Such techniques, including electrooculography, 
have also proved somewhat useful in identifying 
carriers. The suggestion has been made that such 
techniques be applied to large populations of high 
risk, such as- children attending schools for. the 
deaf, so that children with Usher's syndrome can ' 
*. \^ identified early and so that an appropriate 
I treatment plan can be designed for them (Vernon, 
1969). ^ • ' 

Prevention, All treatment modalities such as 
- hormones and vitamins have failed thus far^ making 
primary preventive measures through genetic coun- 
.selingof the carriers of prime importance. 

Tay-Stchs Utsftmt 

Occurring principally in Eastern European Ash- 
kenazic Jews, Tay-Sachs^isease results from a 
genetic ^ibsence of the enzfffte hexosaminidase A, 



'with the subsequent- acaun^ation of a fatty 
substance called GM2'-ganglios|fts in the nerve cells 
of the body. . 

Clinical manifestations. , The child appears 
normal at birth but shorfly thereafter develops a 
degree of blindness; psychomotor retardation, 
which generally is evident .by six months of age; 
and an exaggerated^ response to sounds. With % 
progression of the disease, response to sounds 
diminishes, convulsive seizures develop, and death 
usually occurs by two years t)f age. 

Both parents^ are carriefrs of the abnormal gene. 
Males and females* are. affected in ec^ual numbers, 
with a risk of one in four that the disease will recur 
in future offspring of the parents. The incidence of 
the disease in Ashkenazic Jewish families is one per 
1,000 live births. 

Primary preventign. ^o treatment for the 
affected child is available at the present time, and - 
the only preventive measures available are perform- 
ing blood tests on high-risk prospective parents to 
determine whether thex.have abnormally lo*w levels 
if the enzyme so that suitable counseling can be v 
^irovided. Once an affected child is born in the 
family, subsequent pregnancies can be monitored . 
by means of the technique of amniocentesis. This 
test can be used to determine whether the fetiis^ias 
the disease, is a carrier Cor Tay-Sachs and therefore 
essentially normal, or is genetically ^ unaffected. ^ 
Given this information, the parents, may then be 
given the option of whether they wislj to cbntinue 
the pregnancy. » , 

Large-scale screening programs have been estab- 
lished in many urban areas throughout the United 
States at special centers concerned wijh identifying 
carriers of Tay-Sachs disease. Persons so identified 
can then be given counseling concerning the risk of 
Tay-Sachs or the availability of services during 
pregnancy. In addition, an increasing number of 
gynetologists are making the Tay-Sachs screening 
tests available to their patients on a routine basis 
•(Schneck, and others, 1970). 

Leber's Congenital Amaurosis (Retinai Aplasia) 

Leber's congeriital amaurosis, is a condition of 
^unknown etiology. 

Clinical manifestations, The young infant 
affected by Leber's congenital amaurosis is .soon 
noted to be moderately to severely visually 
impaired; however,* physical examination of the. 
eye will show little or nothing that is abnormal. - 
The disease usually progresses to total blindness by 
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adolescence, with the gradual appearance of those 
changes that are typical pf retinitis pigmentosa. 
This condition may also be associated with diffuse 
brain disease characterized by mental retardation, 
seizures, and/or deafness, Mal^s and females are 
affected in equal numbers,'^ and the risk for 
recurrence of the disease in subs^qudit offspring is 
one in four (Dekeban an^Xarr, I960. 

Primary prevention. No treatment jg^vailable to 
reverse Leber's congenital amaurosis, and no 
method exists for intrauterine detection ,of the 
condition. Preventi^^onsists of genetic counsel- 
ing of the parents 1^ familiarize them with the 
probability of recurrence in their family. " 

Hurler *s Syndrome \ 

p Hurler's syndrome is caused by the accumula- 
tion in all the body tissues of acid mucopolysac- 
charides, which disrupt and eventually destroy cell 
function. The genetic basis of the disease lies in the 
absence^ of a single enzyme that is normally 
responsible for removing'acid mucopolysaccharides 
from the cell. 

Clinical manifestations. Children with Hurler's 
syndrome appear to be normal at birth but within 
the first year of Hfe experience coarsening of their 
facial appearance, enlargement of the liver and 
spleen, stiffness of the joints, and clouding pf the 
cornea. Vi^thin a few years, the condition pr^ 
gresses to blindness, deafness, mental retardation, 
short statur^, and limitationnjf movement at the 
"joints. Death generally occurs before ten years of 
age. 

Mal^ and females are affected in equal numbers, 
and the risk for recurrence in subsequent offspring 
is one in four., The disease occurs with a frequency 
of one 4n 40J00O live births (Leroy and .Crocker, 
1966).^ 

Primar)/ prevention. No treatment is available to ^ 
arrest the diseases, and no ma§^ screening test is 
mailable to identify carriers. Prenatal detection is 
possible, however, through the use of the tech- 
nique of amniocentesis after the fourteenth week 
of gestation. This provides prospective parents with 
information about whether the fetus is affected or 
not and Kelps them to decide whether to continue 
the pregnancy. . 

Albinisni ' , 4 

A common fprm of ^Ibinism is the resuJt of the 
genetic absence of the enzyme tyrosinase, which 
prevents the formation of pigment in pigment- 
bearing cells of the skin, hair, and eyes. 

> 
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Clinical manifestations. The result' of albinism is 

Severe limitation in visual acuity (usustfly 20/iOO or 

worse) as well as^ photophobia and nystagmus. 

Occasionally, afcinism is associated with deafness 

and other birth defects such as eleft palatps. 

Males and females are affected in equal'numbers, 

..and the risk of recurrenc^in future offspring 

among asymptomatic carrier parents is one^n four. 

The incidence of this disease in the general ' 

population is one in 40,000 (Witkop, 1 97 1). 

* 

Primary prevention. No treatment is' available 
for the affected individual. Genetic colinseling 
should be offered to the parents and siblings to. 
inform them of the probability of recurrence. 

Since albinos have an increased susceptibility to 
skin cancer, treatments should include encourage- 
ment to keep their exposure to sunlight to a 
minimum- V 

Postnatally Acquired Diseases 

Under the heading postnatal-acquired conditions 
are grouped those conditions that result in deaf- 
blindness in an individual who otherwise would 
have been normal. They differ from the previous 
conditions in that, the disease damagefa relatively 
mature individuaL^hen 'the pr6cess- of organ 
maturation is far advanced or completed.'^With the^ 
onset of these types of diseases,'the physician must 
be aware of the possibility of long-term residual 
disability in his or her patient, even if early and 
appropriate measures are taken. This is in contrast 
to the two foregoing groups, in which the patient 
has already been damaged, usually before the 
pl^ician becomes involved. In many cases, there- 
fore, the opportunities for primary prevention are 
more numerous in fhis group. As with many of the 
conditions previously discussed, the physician is 
often confrbnted by profound ethical dilemmas. 
For example, the use of oxygen to save the life of 
the premature infant may also feave the patient 
blind for life. In genefal, ensuring that th^ child^ 
.gr^ws up in a safe, pft-otected; and oaring envirpn- 
ment and that the child has read/ access to, high ^ 
quality medical care may Jse^Tmiong the most 
important preventive measures that can be taken ,to 
guard against* deaf-Windness for this group of 
patientSi 

, Retroleiitik^^Fibroplasia 

In^ the period following Wprid War II, oxygen 
was used liberally in nurseries to treat newborns, 
especially infants bom 'prematurely,, for respiratory 
disorders. It was. not tecognizfed until the mtd- 
1950s. tlint the blood vessels in the eyes of 
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prema&re infants ^npt fiJly develop$4^d ate 
especially #nsitiv^^]oxygeiv. During that interval 

. thousands of chHdren in the technbltJgi'caHi^^evel- , 
oped areas of the wofld becam^bhnd because of'a. ^ 
condition callfed relrolental ^fibi:©plasia (Kinsey, 
1956). . \^ . 

Typically, ihe disease occurr^fdin Infafffs 
werp bom between 26 and 3 1- we^s of gestation ' 

•and who weired. 800-1,500 grams. The rpore 
mature^ the clpd was at birtH;*the les^ frecjuept Qnd 
le^ severe tliedisease.V-'' * ^ % ^ 
Rafely will an infant a6<|uire this disease in xpojn 
air (oxygen cpncentratioif of 9[ {)ercent). The ^jj^ 
chief , primary prev^itive * measures ^J^^Hxed, in 'f^^^TI 

^ addition to the preveptioij^wft^r^A itself, 
are garePM' njoqitopng of me air b^ing given to 

^ ipreniature infants^ to ensiq-e th^^|h^oxygen 1^1 ^ 

^' rises no^Tiigliet' than 40 percent and n\easuring Mfe'*^ 

^ .oxygen- content 'of the baby's arterial blood fo-. 
keep 'it at ^ .safe levek A st'an,dak^f^^actice in rriany. ;* 
nursery centers for infants bom p£^aturely is'to - 

' perform' cappful ophthalmologiS^^aminatien 
^very infalit receiving of yjejTpifeatm^nt tp detect 

•early si^s of oxygen toxicity. "ta theses.. With ' 
iiereasing sophistication of *'s^^ centers, , many 

' more srnaH premature infants OTrviving without ' 
serioHS impairment, in contrast to previous ye^rs in"' 
which many died or ^suffered mental retardation • 
^ao^ other neurological impairments. Nonetheless, a 
sihalt numl\er of survivors are left' with severe 
handicaps,. "including deafftipss and blip(lness. Deaf- 
ness does ncgi^em to result from .oxygen toxicity ^ 
ljut is generSj^ resul^fcthe comphcd^ions of 
^ematurity. Another u^^ig in* thg number ^f 

^ children with ret fxAytal fibroplasia fhay;J>e ant«- ' 
pated as..suGh "irifaTO teceive rj><yfe iptens^e mea^ 
caj services and surv^e this stormy pefipd. . 

Neopi^Esms^m 

. ^ Some cuildren are referred ^t(^^pr^g£aj»3 for the 
deaffbUr^f folfewii^ surgery for bram tjij^nors. Such. 
» tumoi-s^re frequently highly mllignant and lead (o 
death in -a ™tter of rhonths. With the' advent of . 
aggressive neurosurgicaL tecl^niques, radiation ^- 
therapy, and che^motherapy, more>, children are 
surviving the^basic diseas^'proce^s but are l^ft with ; 
a vSrlety of jmpairments secondary to the tumor 
and the required treatment^. Adequate mapage-- 
ment of such childreit^ frequently^ requi;|P^ th^*- 
ongoing sendees of^^ialists from many m^dic™ 
disciplines, includi^ neurosurgery, t)ediatrigs, and • 
radiotherapy./ flfidocriooj^ogy consultation may be 
necessary if hormone- t^lacemenX^is required 'when 
the child is n(^ loiter able to maffetl ^^ crrmal 
Jiormonfl homeostasis. . ^^^f^''- 



The cause (jfor causes) of cancer in children is still 
un^oiown, and no' primary preventive measure is 
. available. consideration' of sfecpridafy preven- 
tfon, prompt intervention is reqtrii-ed. 6nce the 
condition is diagnosed, opfti^ treatment 'in some 
•cases' majj lead to cure. Sjnce the course 'of such 
conditions i% so variable, every! effort should be 
made to pr9vid.e' the child and the family with' a 
fullv range of health and educational services so that 
the handicapped child may lead as full and 
productive a* life as possible. 
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ents are the fcading-^ cause of de*ath in 
idany .childrfej^ who survive severe acci- 
dents ^r parental batterings are left 1dm chronic,' 
jtonprogressive' damage, to the central nervcHis 
system (brain and spmal^rd) because (^the 
secondary effects of blood loss, shoclj, or^fec- . 
"tfon. Inadequi^te blood supply, to vital V^as of the 
^Braiivfor ^ven^^^w minutes can lead to irrevefs- 
ibl^ qhanges^ i^^ing blindness, hearing loss, 
central language impajrment, and spastic cerebral 
,p^ls5^. Medital treatment may be able to help tHe 
cfiild .through li(e-f threatening crises, but frequently 
it cannot reverse ^ny 6f these p^fhologiear pro-' 
cfessies. Education; tfainiig,, and physical reMbilita- 
ti6n pro-ams are required for the child to make 
tfee.most of his of her residual abihties. - \ 
Many •children are 'now expose4 to an inci^a'singl 
number ♦of eiivironmentaf hazards, yicluding air 
'arid.watfa/pollutants, alitomobile trauma, flanima- 
bleaamettts, or leaded paiftt.^ Government; 
■"■'^TtTfough legislation, plays a prirtiapy. role in guat^d- 
' nng the child's' right* to ^ safe and protected 
^environmenti.^ ' 

■ . ■ y ' ' • ^ '■' 

IMeMion » 

, 'Infection of the central nervous system (menin- 
giflsr encephalitis) is another .acquired' caiuise of 
deaf-blindness in children. Deaf-blindness can 
result .either through direct primary injury td the 
vision an dJiek ring centers* of thfe brain or througb • 
h secondary' effects suqh as hydrocephalus. Tuber- 
.^culousf meningitis . and simjl^r diseases that are 

caused by certain viruses and bacteria can alsale'ai^ 
' to' deaf-blindness. 
■ \ Prompt, intensive treatment mu;5t be provided as 
soon as t!fe earliest signs arii symptoms are , 
recognized to prevent complications. Where possjji^ 
bl^immunizatioa against specific hifectious dis- 
is Jhe best preventive measure. Pubhc health 
measures; inpludjuig^ adequate monitoring of the 
-^general population for distas'es such as tuberculosis, 
^fe pnncipayaools in ^rev^ting infectioiis dif^ases. 



Summary 

• Efeaf-blindness is not a sihgle-niisea^ entity, but" 
, a state of multi^nsory visual and hearing impair- 
ment that can result from a wide . variety^ of 
pathological processes. Such a condition can arise 
because of faulty genetic control over embryologic 
defielopWnt, ffom serious infection of an other- 
' . wise healthy^tus, or frorr^.j^erious injury to the 
individual afiw birth from fenvii-ormi^ntal or other 
agents. 

^ Control of deaf-blindne^ ii^the is largely a 
^ matter of .providi«Cga suitable env^onment for the 
fetus to develop anf a safe, protected environment 
in which the i^&w born and young child can mature. 
Increasingly sophisticated tools have been, or'are 
being, developed by^nledical sdeqtists to prevent 
the gyary causes of this- condition. The utiliza- 
Jl^^ those tools is the responsibility of parents, 
social welfarS agencies, and%governmental agencies- 
that must assign prioritiesjpr their use in anticipa- 
of the socialj fiscal,^!d political impact of 
^conim^ons on the child, his or her family, and 
St of society.> 

e fetus, infant, and young child canfmt 
articulate for themselves their need for safety,and 
^ protection. Irf^a period of great competition for 
scarce resources, obtaining adequate furtds to 
prevent chronic disabling conditionsJn infmts-ahd 
^ children, handicapped or |iealthy, i^dst difficult. 
For example,'during the past year, federal support 
for rubStk^ vaccine programs has been virtually 
eliminated, jif j|^ective preventive measures are to 
be imple 
must be ^t 





following minimum needs 



1 . Adequate funding must be provided tor pro- 
^ grafns ^^pfJortin^^aeral prenatal cai^e and 

Kealtl^Huces f(!Wnfants and children. 

2. 'Adequa^ fundings' must be provided for 



^^research programs dSaling with congenitafcnd 
perinataLJjlfection.and with m^mne^ develop- 
/ ment an#^alyatiort. ^ 

3. j^dequatS* furrding must be provided for 
resej^ch , programs dealing with genetic dis- 
orddk^hd offering genetic counseling. 

4. Ade^ltiTO fynding muSt be providecj fd|^train- 
ing'-^rograms for health professionals to 
deliver such services. 

5. O^Qflrraed vigilance on the part of legislative 
and^Udicial bodies miist be nfaintairii^d to 
ensure that healthy children are npt damaged 
by^vtrtj/njjiientnf agents. — ~ ~ ' 

6. Communication^ with, and eclucation of,' 
parents must be improved' with regard to the 
availability of services, .and adequate legal 
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3f tnese 



safe'guafds- must be effected to protect those 
childreh whose' parents are unable- oriy^ill- 
*^ ing to provide a protective and nurturing 
environment! > • 

7. Society in general- must recO^ize thai 
» soci^l^ political, ai\d financial impact of 

conditidns go far beyond the child and his or 

y/her family. Prioritie^^ust be reordered in 
order for the value of hu/nan ^^ices \o ^Je 
restored to a primary positior# / / » 
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The audiok)gist's tradKional 5ole is that of 
^evaluatirtg the hearing/of diildrenc and adults* 
helping to ^determine the etiotogy of a' hearing 
disofdei: 'through slre-of^esion testing and providing 
data concerning/the need for audiologic rehabilita- 
tion, hearing selectioji, and therapeutic inter- 
vention in auditory training and speech reading. 

Newby M972) states that audiologists are indi- 
viduals whose primary interest is in the identifica- 
tion an'd/ measurement of hearing loss and the 
^rehabilKatibn of those with hearing, impairmehts. 
Thisyaerinitjan is quite adequate for audiologists 
wo;^cing in medical settings or speech and hearing, 
ceriter^here the diagnosis of a specific disorder or 
(TOndition is made by one or two medical or 
'^nonmedical ■ spe(flalists. However, the range and 
magnitude of problems manifest in a child \Ati\ 
dual sensory impaimients are such as to require a 
cooperative, irkterdisciplinary team approach. 

As one member of an interdisciplinary team, the 
audiologist finds himsejf.or herself relating to the 
psychological, nutritional, medical, environmental, 
educational^ dental, and communicative aspects of 
tlje chiVTs condition. The audiologist cannot dis- 
cuss the child's need for amplification, or audi%ry 
training out of the total context of the other 
diagnostic assessments, i.e., the status of t^e, child's' 
home, information concerning previous attempts 
to train or educate the child, or the type and 
availability of specific training programs available 
to the cTOd. The audiological report musfreflecf 
awaitnefeg^f the physicaf, social, and psychological* 
cancojititants preserrt in a deaf-blind child. 

/Psychological Considerations of Hearing 
IjTipai£ment in Al^.y'^^^pdi^^PP^.'^ t^hild 

Tfie psychology of- deafness, its effects^ on 
bought process, its effect on development of. 



symbolic .reasoning, and its effect on personality 
ahtl- social behayior have all be^n discussed by 
numerous authorities.* A visit to a school for the 
deaf clearly demonstrates th^ childre;i whose 
priniary handicap is a hearing impairment Respond 

^ -socially quite like tbeir normal-hearing pe*ers. One 
can dfetect .aji obvious dependence upon visual 
stimuli, a iiifeh degree of gross mus<?le activity, and 
a concreteness in their behavior which may charac- 

; terize them as being slightly different. But they do' 
C9mmunicat^ with each other, using facial expres- 
sions ,a*ni h^d sighs, - moving their lips, and 
vocalizing. They laugh, cry, play, learn, and gener- 
ally appear alerjt and lively. 

. J'he devastating effects /)f ^ congenital ^severe 
hearing loss are not obvious in ^ young dpaf child 
whose telativfeljf. jiormfal social relationships ^ake 
him or-her seem not too handicapped. OnlJ^'whfn 
tire child gets older and the effect of his or her 
• "hearihg impairment on language development, 
abstract thinking, and academic achieveinent 
^ becomes painfully obvious are all of the ramifica- 
tions of the hearing handicap realized. As an adylt, 
other psychological conditions such as para*noia 
and feelings of extreme isolation become evident. 
^The total impact, then, of congenital deafness is^ 
seen in eariy childhood as a con{n\unication prob-* 
lem, in young ad.ulthood as an academic problem, 
and in maturity as a social-psychological handicap. 
In spite of the debilitating effects of a severe 
congenital hearing impairment, most educationlRly 
. "^deaf children can, with special training, become 
productive, self-sufficienj^«dtflts who can Achieve a 
rich- and fulfilling life. 

Blindness, in a^ormal-hearing child, does not 
preve^nt the child from developing good cognitive 
skills and academic agility. Its main impact lies in 



ERLC 



H9 



58 



the psychcHJ>ciaJ areas. Selma Fraiberg (1971) 
states that a large group of blind children are con- 
demned to "something like a sansory void." 

[These children] typically appear to have no significant 
human ties. Language, if present at aJU is pchqlalic. 
There is no definition of body boundaries, of self and 
others . . . . Many of these children have not achieved 
mobility! These children constitute approximately one 
quarter of the population that is defined by *tota^ 
blindi^ss from birth* excluding children with knpwn 
r brain ^amage (p^381). 

^ ;A cpmbination of deafness and blindness il^ 
certainly more, than Just an additive function. The 
absence of sensory information about environ- 
ment, parents, and self prevents" the occurreiice^'of 
normal m^turational processes ;'and the effect may 
be devast^nng, w 

Overvi^ of Anatomy and KiysiologyT'. 
of Hearing Nfechanisoo. 

Anatomically, the ear has been^ divided into the 
outer, middle, and inner-por<ions. The outer 'ear 
consists of the. pinna, which "is the risible^part of 
'the ear, and the external adoustic meatus or canal. 
The canal is a cylindrical passage about one quarter 
of an inch ixi diameter and leads directly to' the* 
tympanic mem*brane (eardrum). Although the 
pinna is the most prominent feature of the ear, it is 
the feast useful in hearing. UsJunction irt m?n is to 
help collect acoustic signals and direct them 
toward the tympanic membr^e. The tympanic 
membrane is a thin, concave diaphragm whicjv, 
completely separates th? ear canal from the middle 
eMJivity. TTie membrane, is the first in a sejjes'of 
- traisduicers .in the* ear. The membrane collects 
acoustic energy aMd chanjges it to mechanicaLform 
by moving m concert with the compressions and 
rarefactioi^, of the prSssure wave. In the middle 
ear, three tiny bones occupy, a mucous-Uned, 
air-fillW cavity.- The first of three bones, or 
•ossicles, is attached firmly to the tympanic mem- 
brane, while the third ossicle rests in an oval-shaped 

* window leading to the inner ear. Jhe ossicles form 
a bridge which transmits the movement of ^ the 

* tympanic membrane to the fluids-in the inner ear. 
A tube, called the eustachian ttibe, running from 
the floor of the middle ear to the posterior portion 
of the throat (naso-pha.rynx) serves to maintain 

'^qual air pressure on both sides of the tympanic 
^ membrane opening and closing during* fallow- 
ing apd yawning. (See Fig.v 1 0 

The outer and middle ear, in combination, form 
the mechanism responsible for conducting acoustic 

* signals to the inner ear. An anatomic or functional 




Cig. 1. Diagram oT the ear 



^ breakdown ^* of this mechanism that causes a 
daa^ase ift^^hearing is caMed a conductive hearing 
loss. Impairments this type are generally se?ts- 
tivity losses which reduce the' intensity * of the 
incoming sound bi^adtEfclittle .or no sifftal distw- 
tion. 

Within the fluids of the inner 'ear he the 
mechanisms which analyze and sharpen the vibra- 
tory signal, trans(iuce it into electrical or neural 
energy, arid transmit the information to the ei^th 
cranial nerve, which sen/is it to both hemispheres 
of the-te^bral cortex by way of a complex neural 
circurt. The nerve pf hearings tl^ organ of Corti, is a 
fragile and deUcate instrument which is immersed 
in a fluid and encased in a snail-shaped tunnel in 
the temporal bone. In spjte of its armor-like 
protective structures, the inifer ear is susceptible to 
numerous insult^. The tiny hair cell|^which respond 
to pressure waves in t^je surrounding fluid can he 
•injured by viruses, infections, aging,' and numerous 
other congenital or acquired conditions. If 

Damage to the inner ear generally results in a 
more serious impairment than daijiage to., the 
conducting'meclianism. In addition to a decrease iti 
hearing sensitivity, which is usually V^ater fpr high 
frequency sounds than for loW frequency sounds, 
sensory impairments are characterized'by pitch and 
loudness distortion. Furtherixiore, the filtering 
effect of hearing some sounds better than others 
causes the acoustic signal , to be even further 
distorted. ^ • 
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The e^th cranial nerve arisifig from within the 

inner carries the neural i^ipulses through a 

^bjpnj^tuxinel to the brain. The neurons proceed to" 

the upper medulla and pOns of the brain^'stem^ 

'where most cross over to the contralateral Side a§ 

they continue, up their pathway to the cerebral 

corte^ A sufficient number of fibers cross back to 

the ips^texaF side ttr allow for representatiori^f 

each.eaMn both cerebral Hemispheres. 
'»**'* • 

. Heading Disorders GeoeraUy Associated 
' with Dual &nsory Irtpairment^ 

The primary etiology of conductive hearing 
looses in deaf-blind chiWren is otitis media, a 
middle ear disorder generally associated wit|i upper 
respiratory infections which cause blockage of the 
euslftchian,lube. Otitis media, while common in all 
' p6pulatioj[is of yo.ung children, is ' particularly 
prevalent irt handicapped children. The reason for 
^s is not entirely* known. A hearing impairment' 
resulting from otitis media generally lies in the 
slight-to-mild range, causing a reduction in the 
intensity pf incomjng sounds. Its presence does not 
preclude a sensory deficit being present but merely 
' adds "to tha tcrtal impairment. Otitis media, like 
most conductive impairpients, is often amenable to 
rnedical o/~5urgi€arLntervention. Many specialists, 
feel tfiSfa leng-standfng otitis media can lead to a 
permanent hearing loss. For this reason periodic 
otologic examinations are recommended for%ll 
multihandicapped -children. 

Occasionally,, other conductive hearing losses 
accompanying congenital malformations of the 
outer or middle ear ^^e found in thf deaf-blind 
^ropulation.' Richar^ f lflS4) found stapedial foot- 
plate fixation present in three rubella children. 
However, Borton and Start (1970) noted that 
apprgxlmately 75 percent of the rubella children in' 
their study exhibited pure sensorineural impair- 
ment.* ' ■ » ^ ' 

Because the majority of deaf-blind chi^ren are 
products .of maternal rubella, a consideration of 
the effect of this disease on the hearing of the 
•affected children is important. Histopathologic 
studies reveal that the inner ear defects due to 
maternal rubella depend somewhat on the stage of 
fetal development at the time of the infection as 
well as the degree of severity of theanflammatory 
process. Most reports suggest that the degenerative 
. process is Bmited to the cochlear duct and the 
sfxjicture within it 3nd to the saccule. The grgan of 
Cortt varies in degree of degeneration, but may be 
fairly well developed with some hair cells recogniz- 
able (Lindsay, 1967). ' . * 



. * Audjometric fifidfngs in rubella children appear .. 
to v^ry as a'function of the particular virus strain. 
Although a majority of the hearing ihipaired 
children" have severe. or profound losses, a number 
of rubella' children demonstrate only mild- or' 
moderate hearing deficits. Bofton and Stark (.r970) 
reported on the audiometric findings of a large ^ 
'populS!ion of rubella children. The^ investigators 
found that 40 percent of the hearing impaired 
children demonstrated better *hearing for MOw 
frequency sounds than for high frequen^ sounds. 
Other audiometric configurations found uicluded 
. saucer-shaped audiograms ^nd fiat or risiixg losses. 
Saucer-Shaped audiograms ai'e not characteristic of 
sensorineural Iqssei^ associated .With other ^is^ase- 
processes. 

TTie presence of central dfeafriess in jubella* 
children has also been suggesteid by several ai^thors 
(Levinei 1951; Vernon, 1967). In central deafness ^ 
the child is unable to utilize incoming signals in a 
meaningful cognitive manner. Becau^se of this,^ 
rubella children in. classes for the cfeaf often 
present behaviors which suggest th^t they havt a 
learning diSabilfty,*They may noJrleam to fipread 
as well as expected, may have reading problemsoF 
other academic learning * difficulties, or fgi^y - 
demonstrate reduced memory span. Finally; one 
must remember that a rubella child may suffer 
ffrom the combined effects of a middle- ear, 
sensory, or central hearing loss. " ^ ♦ ^ 

: Although the largest peteent of deaf-blind chil- 
dren are ,cdnfirmed products of maternal rut^ella, 
the population, is not limited to Tthat single^etiol- 
ogy. A sizeable grdiip of deaf-blind children resoHSi 
from meningitis, prematurity, neona^aJ ataxia, Rh 
■ incompatjibility, and other unspecified conditions \ 
- (Bernstein and Roeser, 1972). /^rt\\t% (rf, the * 
'report on ^eaf-blind children in Michigai\.reveal^ 
that appro?Hm&tely 47 percent were confirmed 
products of matemai rubella, while nearly one-' 
third of the cases were of irnkqcJ'^p 'etiology, ; 
(Harris, 1971)*. These findings make^ apparent the*; 
fact that the effect of mass inoculations for the^ 
rubella virus could reduce the number of congeni- 
tally deaf-blind .children by approximately 50^ 
percent. The vaccine will not, unfortunately, com-* . 
pletely eradicate the problem of ct)ngenitally deaf-; 
blind children. ' , * 

Identification of Hearing Disorder • 
in Infants arid Young Children 

Iden^fication of a shearing impairment in a 
multihandicapped child can be extremely difficult 
even for the experienced diagnostician. It mi^t be . 
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well to con^der fhe, development of'i^uditory 
behavior ^atid other ilevelopmental milestones in 
deaf^blind children and to compare the develop- 
mental sequelae. That the fi&fivah cochlea has 
normal adult^ function after- the twentieth week of*' 
gestation has been confirmed physiologically. 
Normal-hearing neonates, therefore^ have been 
hearing fluiO-borne sounds for three to four • 
months prior to their birth. Newborn infants may 
be awakened by a loud sound', and will startle to 
abrupt presentations of intense^acou$tiostimuli. 

Normal-hearing itewboms show tWe ability to 
discriminate between* various acoustic ^rfiuli, 
pi;efexring speech-like signals to other sounds. They 
shov^ predictable behaviors such, as eye widening, 
cession of activity, sucking cj?anges, and ihnb 
movement to various types of auditory sensatiqnS. 
By four t9 seven months of age thfey localize sound 
'sources, turning tlieir eyes and head toward ^e - 
noisemaker or speaker. .From six to nine months 
we see an increase in the infant'^ vocal' plaly and a 
Utilization of various vocalizations to express plea-^ 
sufe #r displeasure with' the envifbnment. ^ ' ^ . 
- Fdr a number • of fe'asons, a normal-hearing, 
infant may not develop auditorally as described. ^ 
Severely mentally retarded children, children with 
central nervous system dysfunctiori?,^ and severely 
emotionally imiteired chUdrett will often fail to 
rest)ond io> auditpry stimuli even thqugh their^ 
periphdral auditory mfechanism is intact. The devel-" 
opmental signs which differentiate multihandi- 
capped deaf childreii from multinandicappeci 
normal-Jiiearing children are indeed subtle. One can' 
^find>a wii^ range of general developmental matura- " ' * 
tion in a fleaf-blind population. Althoiigli a delay 
in gross motor development "is characteristic of ' 
deaf-blindj children, one must be cautioned to 
consider the possible efftct of other problems such 
as*tho severity of a heart defect or the child's age 
when cataract operations were performed (Robbihs 
and Stenc}uist,''l967). In conclusion, one generally 
cannot identify "a hearing impairment in a multi- 
handicapped chilli solely by noting the variaffr 
developmental responses to auditory stimulation. 

High Risk Criteria Refeyai?t to Hearing Loss 

Much has been wnt.ten recently about the 
importance of early identification of hearing 
impairment in infants. Relating the findings of 
studies on sensory deprivation m animals to delay 
in treatment of vrisually or auditorally-impaired 
children has become fashionable. For hearing- 
impaired children, substantiating such'a correlation 
is difficult, although the argument certainly^ha^a 



greats deal of face validity. In any case^^arly 
identification of a hearingJmiiairmJnt fn a mulfr 
handicapped child ''may prevent misdiagnosis as^ 
severely mentally retarded, therefore enablirig the 
child to obtain appropriate educat^pnal and train- 
ing opportunities- - • V 

A high-riskr register for- identifying a hearing . 
impairment in neonates, that is, a listing of infants 
with predisposing conditions usually associated 
with congenitaf deafness, was suggested by* the 
Joint Committee for Infant^ Hearing Screening' 
(Cunningham, 1971) and includes the 'following 
factors: (1) history of hereditary hearing impair- - 
men<; (2) rubella' or other nonbacterial juterine 
fetal infection during pregnancy; (3)^a defect .of 
ear, nose,*or throat; (4) birth'weight of less, than 
1,500 grams; and (5) bilirubin level greater than 
,200 mg. per 100 ml. of serum. Of these criteria, . 
-maternal rubella and familial history of 'heariflg 
impairmei\t are most vfrequently* found in the 
hearing-impaired child's history form. All itew- 
boms whose birth histories contain high risk 
fa(?tors for hearing impairment should^ receive 
audiological folloy-up until such time as the ^ 
'absence or presence of a hearing impairment c^>be 
unequivocally substantiatecj. 

Application of Hearing Screening Prbgramsjo 
Multtsensory-impaired infants and Yoiutg^Hdren 

^ Mass hearing screening programs for neonate^ 
have been advocated by Downs since 1967. Gold- 
stein and Tait<1971)an& Ling and others (1970^^ 
have since pointed out the shortcomings ana 
dangers of. this procedure, as did the Joint Com- 
mittee for Hearing Screening (Cunningham, 1971) 
Although Downs reluctantly backed away from her 
recommendations for mass neonatal screeningin 
/avor of a combination high risk register and mass 
hearing screening, dozens oT hospitals presently 
conduct some form of mass hearing screening of 
newborns. ^ Since high risk registers contain his- 
torical or phy^ical-Jiadings preselected -for theit 
probability" of being related- to hearing loss, in 
neariy every instance (he multihandicapped child 
can be detected ?>y the high risk register described. 
As stated previously, this author's recommendation 
IS that all Children, who are high risk for. healring 
impairment undergo extensive workups. 

Preparation for Diagnortic Audiological 
\ " Evaluation 

A complete and'carefully #corded case history 
is«a prereqiHsite to uftderst^Jfling the nature and 
extent of a child's auditory disorder. Myklebust 



(1954) considers differcptial history-taking as part 
of the total diagnostic exairiiriatibn. He states that 
a considerable* difference exists between differen- 
tial history taking an.d ,the more routiner.types of 
history takingT^ecause in differential history fajcing 
th^ diagnostician must be continuously evaluating 
tiie. information that is obtained. The differential 
history emphasizes^'information pertaining to the 
various^etiological categories, A case history for the 
differential diagno^s of an auditory disorder in 
mAItihandl^ped children should include Yhe 
following: (i) The birth history should include 
information X)n the- mother's- pregnancy and dura- 
tion of labor, as well as the^eliyery and neonatal 
course of the f hild. Additional information should 
be obtained conc^|ming any unusual appeai'ance or 
•behavior of the hewbom,' his or her general 
physical condition, and whethef jaundice, amoxia, 
or other indications of damage were present at the 
Ume of birth. (2) The medickl and health history 
should ^contain information about the child's con- 
diHon immediately following birth <seizures, scaA, 
bruises or other deformations, feeding, difficulties, 
or swallowing and sucking problerns) and the chiid^ 
latef experience with injuiy, illness, or surgefy. (3) 
Developmental behaVior history should include 
questions such as when the^child began tQ sit alone, 
when he or she t)egan to respond to parent's voice, 
stood alone, walked, finger fed,' and drank from a 
cup. Parents should also b^ queried as to whether 
n ijot this child's developnfidnt was markedly 
dincrcnt from' that .of his or her siblings. (4) The 
portion relating tp the emotional adjustment of the 
child should contain questions regarding the child's 
sensitivity to vibratory serfsations, visual stimuli, 
ai d auditory sfgnals. Queries regarding responsive- 
ness to objects, consistency^ of behavior, respon- 
siveness to people, distractibility, and hyperactivity 
sjiould.also be made- (5) Auditory history ques- 
tions should include whether the child respo£ids to 
any rounds or lo loud saunds only, uses his or her 
hearing projectively, seems to ignore sounds, or 
shows fear of sounds. ^Experiences the child has 
had with amplification should also be noted. In 
addition, determining whether chan*ges have been 
obse;^ed in the chrid's response to sound over the 
years is important. (6)^The expressive communica- 
tion history is extremiely important to explore. The 
child's speech and language development should be 
searched in depth. The diagnostician should q\ies- 
tion parents regarding haw the child uses hi^ or her 
voice^ his or her rate and pattern of language 
developtnent, other modes of communication the 
diild has used, and whether the child ever babbled. 
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used jargon, vocalized^ for pleasure, or communi- 
' cated by crying, laughii^fc or pointing. Finally, the 
diagnostician should determine whether the child 
had acquired speech and then stopped talking, 
never used his or her~Voicerused echolalic speedi, 
or used vocalizations projectivelysiK^), The educa- 
tionaf history should provide a diagnostician with 
in/ormation regarding the type and nature of 
educational experiences the child has had. If the 
child has attended a nursery school or other 
V preschool progratn, reports from teachers descrffJ^ 
ing specific classroom behaviors can be invaluable. 

Prior to formal audiological ' evaluation of the 
young, multihandicapped child and folio wing .com- 
pletion of a diagnostic case history, informal 
observation of the child'? responses to environ- 
mental stimuli, speech, and noisemakers should be 
carefully noted. In. an unhurried fashion the 
audiologist carefully observes the child for ^gns of 
eye or head movement, postural changes, cessation 
of activity, laughing* or crying, eye blink, or changes 
in self-5timutatory aptivity, which may be relat^'d 
to the absence or presence -of a particular auditory 
signal. If possible, the child should be seen* with the- 
mother present. Thejjyay the child resporfds to the 
mother's vpice, facial expressions, and raovementsr 
while sitting oft her lap or in a high chair or seat in_ 
front of hQ^ cap provide. valuable cues to the' 
observant diagnostician. The child should 3lso be 
' observed while sitting or lying on the floor, quietly 
playing alone. Backgroupd noises used tp stimulate 
.behavioral responses may include musical toys, 
bells or drum^, squeaking toys, whispered or 
spoken voices, rattles, slammingjdo(^ warbled 
•tones, or other calibrated or uncahbrated noise- 
makers. 

Interpretation of the ab^nce or presence of 
behavioral responses to environfne'ntal sounds mu$t* 
> be. made cautiously. Klost deaf-blind children lack, 
curiosity and rarely try to establish comnjuniQ|r 
tion. Because of this, attributing a greater sensory 
impairment to multihandicapped children than 
actually exists is not unusual. Furthermore, an 
inability to coordinate certain motor activities may 
mistakenly be interpreted as depressed sensory 
functioning. 

Finally, behavioral observation must ^ include 
presentations of - visuaK ahif tactual stimuli. A 
-" .comparison pf how the child responds to bright 
and dm lights, touch and tickle, and to variolis 
mtensities and types of auditory stinmliJs^iiilicaf 
in undirstanding the nature of the child's .total 
handicap. * • 



Audiological Assessment 

Audiologic testing is designed to assess the 
integrity of the entire auditory mechanism. The 
standard battery of audiome.tric tests includes pure 
tone tejrting which measures the sensitivity thresh- 
old for discrete frequencies of 2§0 through 8,000 
Hz, as well as speech-hearing t^sts. Audioqifrters' 
are calibrated so tharnormal-heaHng young adults ^ 
will obtain thresholds of 0 db for pure tones and . 
fpr speech: Difference between an individual's 
particular threshold and the average normal hearing, ^ 
threshold (0 db)^r speech or for 'a given fre- 
quency presentation are recorded in decibels of 
heacipg. loss. Thus, looking at an audiogram, one 
can^li whether a person's hearing thresholds are 
mildly, moderately, or severely reduced relative to 
average normal hreanng. Speech testing routinely , 
includes determination of a speech reception 
threshold (the lowest leveUat which an individual ^ 
can repeat a b'isyllabic spondaic word such as 
baseball or railroad correctly SO. percent of the 
time) and speech discrimination testing, which 
theoretically assesses an individual's ability to 
discAinate between various monosyllabic words. 
Most speech discrimination tests are designed so 
that a person with normal hearing or 4«ith a 
conductive loss will achieve scores of nearly 100 
percent. Persons with a. v sensorineural Joss will, 
because of internal signal distortjgn, generally miss 
a substan tial number of items. ' 

The standard audiometric tests destribed require 
a subject to be cooperative and alert and to have*a 
ment'al age of at least four or five years, FefW, if 
any, deaf-blind children are able to be tested'in this 
*way. Even with sufficient motivation and intelli- 
gence, these children could not be instructed to 
respond in a standardized way. 

Since the eariy 1960$, most of the research on 
clinical audiometric procedures has centered on 
determination of (he site of lesion in a hearing- 
impaired individual. These tests (SISI, Bekesy;tone. 
decay, loudness balancing, and so forth) require 
sophisticated audiometric equipment and a highly 
trained ' ^udiologist . for administration and inter- 
pretation Qf test results. Most uni^rsity training 
prop-ams in audiology spend great ume and effort 
teaching students to be competent in administering 
routine and specialized te^ts to cooperative sub- 
jects. Unfortunately, f^ audiologists receive 
adequate, training to permit them to participate- 
meaningfully in the differentjal diagnosis of hear- 
ing impairment m a multihan^icapped child. To 
. merely modify the standard test battery slightly 



ERJC - ^ ,63 



and attempt to apply the basic procedures or tg 
interpret the test results a tpaditional way with 
this population is not sufficient. Speech hearing 
tests, for example, are not usually applicable to tjie 
deaf-blind child. Furthermore, most test instruc- 
tions, are given verbally or in conjunction with 
gestures whrch these children may not be able to 
receive. 

The lack of specific 'information in the Uterature 
regarding the application of audiometric test^to a 
deaf-blind population reflects the state of the art at 

' this time. A relatively few notable cUniciarts * ' 
(Bernstein, 1972; Calvert and yptljers, 1972; 
Litynski, Lewis, and Reddell, 1970^ave bravely 
discussed their experiences with audiometric test-^/ 
mg of small groups of deaf-blind children. This 
autjior will attempt to collate the reports of these 

' clinicians ^iih the unpublished repgrt of an audiol- ' 
ogist who has had extensive clinical experience 
evaluating deaf-blind children (E. Soper, 1975) and 
wit^ this author's personal experiences with this 
population, * f 

Special Diagnostic Procedures with . 
. the Difficult-to-Test ^ 

The special diagnostic procedures that are us^ 
with children who are difficult to test are described 
here*. * . - 

Behavioral Observation Audiometry (BOA) ® 

The behavioral observation audiometry proce- 
dure is usually reserved for testing infants or 
difficult-to-test children. The methodology is in 
many ways similar to tfiat utilized. in' the observa- 
tioo of a ch|[kjaan unstructured situation but is 
more precis^^ftiat carefully controlled acoustic* 
stimuli (warbled tones, wide and narrow bands of 
noise, speech, and so forth) are presented to the 
child in a controlled environment. Most often the^ 
child is seated in a soundproofed room on his or 
her mother's lap, in a hi^chair, or on the floor. ^ 
periodically, acoustic signals 6f varying intensities 
and spectrum are presented. The child's behavioral 
responses are carefully not^d for levels of aware- 
ness to I9W intensity sounds as well as'for any sig^ ^ 
of being startled by high intensity sounds. A^M 
testing infants, the most frequently noted behav- 
ioral response of deaf-blind children to sounds is a 
cessation of activity. The child, without turning, 
pauses mpmentarily in his or her rocking, humming, 
kicking, or grabbing behavior and th&n returns to 
his or her prestimulus level of activity. Most 
neurologically involved children characferistically. ^ 
demonstrate excessive startle responses to s^icces- 




sive presentations. Howevef , in this authpr's experi- 
ence, 'diaf-blihd children exhibit few, if any, 
sharply defined startle reflexes. 

An important aspect of behavioral observation 
audiometry is the careful notation of the type of 
response elicited by the auditory stimulus and the 
Response intensity. Because of the high probability 
that the child's motor activity will accidentally 
coincide with j-st^mulus* presentation on occasion, 
responses which cannot be repeatedly obtained at a 
particular intensity -level should be viewed v^ith 
skepticism. The audiologist can easily see ch^ges 
in behavior when sounds are presented at intensity 
levels which' the audiologist feels the child can 
hear. At -the University of Michigan Institute fpr 
the Study of Nfjntal Retardation and Related 
Disabilities, we fiave found that our objectivity is 
irtiproved considerably when ' videotapes of the * 
child's behavior' during the examination are care- 
fully reviewed^A final important aspect of behav- 
ioral observation audiometiy is ^n the determina- 
tion of an appropriate stimulus intensity level to.be 
used in subsequent audiological conditioning 
procedures. 

Visual Reinforcement Audiometry (VRA) • ^ - 

Visual reinforc^ent audiofriet#>4 a .tem# first 
coined by Lid^n and Kankkonen (1961), includes 
the use of any type of visual stimulus to reinforce a 
child'$ localisation or searching movements associ- 
ated with the presentation of an acoustic stimulus. 
Suzuki and Ogiba (1961) described a formal 
conditioned orienting response (COR) technique in 
which the ChilcJ's orienting toward the sound 
source was reinforced by flashing a light in* a 
brightly xolored toy on. top of the audiometer 
speaker. Most audiolbgists who work with difficult; 
to-test children Tind the COR paradigm too* 
restricting for the numerous behavioral charactens- 
tics 6f handicapped children. Howevei, the use of a 
visual nein forcer to obtain reliable results with the 
deaf-blind has proveR to h|gurpnsingly effective. 

Bernstein and Roeser^^^,found that most oV 
.the deaf-blind children ir^^^^tudy had suff^nt. 
visual acuity to perceive ^|Rght stimuluyPmey 

stated that some, problems Were encountejpTwhen 
children. tended to fixate on the lightJbj«hey felt • 
ttiat the procedure was successfi#nn i=rof the 34 
Children above th^age of one y^ar. Calvert, and 
others (1972) Mso found lighf ^ be a strong 
response reinforcer among the deaf-blind children! 
To reduce the distracting eYfect of the ceiling light. 



these investigators used a diffused reflecto>t wlhia 
dimmer switch, and in the visual reinforcement 
objects *they fitted brighter >^ bulbs or used bare 

'Ten^r liglit bulbs to- attract the child.* They 
concluded that, although* a number af dea^blind 
children with suspected gross central n^ou^ys- a 
tem dainage could not be .conditioned to visbai^ 
reinforcement audiometry, the approach •was suc- 
cessful with most of the deaf-blind children,' and 
they tecommen^ed this technique as one of the • 

. procedures to be used in the audiolo^c evaluation. 

. The successful use of visual reinforcement audio- 
metry by previously reported audiologists confirms 
the clinical impressions of this author, #^e have^ * 
observed that a^hild with minimal residtTal hearing 
and visiyn will aUnost always favor visual stimuli , 
over auditory 'stimuli. Children will tend to seek 
out intense* visual stimuh, will flutter their fingers 
i^ front of their eyes and may-polce their thumbs ** 
or fingers into' their ey^s"" in search of sensory 
stimulation. On the other hand, the child will not 
generally seek om sources of auditory stimulation^ 
will not usually startle to intense auditory stimula- 
tion, and may be indifferent to directionality of an 
acoustic sjgnal as well as to changes '-in the signal 
spectrum. Our clinical experience with deaf-blirtd 
children suggests tiiat much: information can 'be 

. gained through the use of visual reinforcernent 
audiometry in approximately one-halfof the cases: ' 
We generally darken the test room tb accentuate ^ 
the reinforcing light. We, like the other authors, 
feel that the technique described is more likely t^ 

^ be successful with higher functioning children than' 
with the multihartdicapped, ^severely retarded 
pc^pulatiqp.^ 

r T * 

Tangible Reinforceihent Operant Conditioning 
Audiometry (TROCA) 

Tangible reinforcement operant conditioning 
audiQmetry, described ^ Lloyd and others (i968), 
utilize 'positive reinforcement for appropriate 
Tesponses- and a mild punishment (time, out)^ for , 
Talse^ositive responses. The reinforcer is generally^ 
an edible substance such as candy or "sugar-coated 
.cereal but may also be in tht form of a trinket or 
token. The child learns through a conditioning 
procedure to 'press a response button on a feeder 
box whenever he^r'she hears a sound. Clinical 
experience with 'mentally retarded children has 
shown Jthis to be a very effective procedure for 
determining audiometric threshold. Unfortunately, 
little support for utilization of TROCA with a 
deaf-blind population can be found. 
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Although Lloyd arid oTKers (1%8) suggested 
combmmg a visual stimulus (bright lighq with the 
auditory^^timulus during the initial conditioning 
procedure,' a dual' sensory -input is not usually 
beneficial in conditioning the deaf-blind chil ^ 
Calvert and others (1972) reported that with mos^ 
deaf-blirid children the light was a stronger primary 
reinforcer than the food and appeared to be very 
rewarding to the children. However, most of the 
children could not be brought under stimulus 
control for the dual sensory presentation, and few 
were^able to make the transference to an auditory 
signal alone. When these researchers attempted to 
condition the children to press a brightly lighted , 
key and then switched the light from one.key to 
another, only a • small group of the -children^ 
achieved responses satisfactory even for determin- 
ing theirlhreshold for light. 

Similar experiences were reported by Litynski 
and others { 1 970), who stated 

It IS apparent that our population* was much more 
severely involved, especially irt -sensory areas, than that 
used by Spradbn and Lloyd, using the TROCA tech- 
niques. Spradim and Lloyd used selection m their 
subjects ar^d also had a very stable institutional popula- 
tion. It appears that both factors are significarit for 

achieving success with the TROCA approach Over- 

* and^bove the procedural difficulties, the severity and 
complexity of handicapping conditions of the popula- 
lio/i of this study contributed Jo the disappointing 
results of using the TROCA techniques and operant 
conditioning in general. Their disabikties mclude'sensoryv 
areas, which limit input of stimuli; they include the 
central, nervous system, which lirnits the integration of 
input information, and they include mo lor control, 
,,which limits the ability to respond. The slow, sporadic 
response rate, the ia^k ot" retention of a sirfiple task over 
.a brief p^iod of time, and the failure to maste; a si*nple 
discnmipllion task when accompanied by both response 
feedback and reinforcement all suggest that tHb Central 
nervous system impairment in these children was 
massive. * 

These authors conclude that although th^y h-<M^ 
sought to test faring acuity: they may have been 
testing raw potential to learn The operant condi- 
tioning procedures, therefore, could have consider- 
able value with a deaf-bhnd population in deter- 
mining potential acadenvc abilities. 

The author's experience with TROCA suggests 
that it is likely to be more effective With older 
(nine <o twelve' years) deaf-blind children than 
younger ones. Finding a suitable re*nforcer with 
deaf-bhnd' children is P4rticulariy difficult. 
Although most of the children will mouth objects 
frequently, they arc not usuaUy good eaters. 



FurthcrnrK )g^ feNvjounger deaf-blind children self- 
feed, and most have difficulty associating the 
' motor act with^ thCv. subsequent reinforcer. In 
summary, TROGA With deaf-blind children is not 
usually successful because of the difficulty in 
finding- a suitable reinforcer, the distractibility of 
the chitdren, their self-stimulatory activities, and ^ 
their limited abJIityfpTntegrate input information-. 

Conditioned Play Audiometry 

The term "conditioned play audiometry!' de- 
scribes any test in which the child is faught-a play - 
response to an auditory stimulus. Usually the 
response is putttug^ ring on a peg or dropping a 
block into a box. However, d^y motor act which ^ 
the child can be-taught to perform on signal and 
which- contains an element of fun or play may be 
used to assess audUory sensitivity. This procedure, 
which is routinely ^ used for testing children 
betweeft the ages of two and five years, has beeg^ 
shown to be extremely effective when the motor 
act is reinforced by combining successful play • 
activity with praise, hand clapping, and overall 
excitement on the part of the tester. An enthusias- 
tic audi9logist can many times complete air con- 
duction,' bone conduction, and speech testing m 
one session with a young child' when these proce- 
dures are followed. 

Little can ke fouliH in the literature on the us«- 
of conditioned .play audiometry with the deaf- 
blind. Bernstein (1973) attempted to condition a 
group of children to a play audiometry paradigm. 
She found that music proved to be the most 
successful au^itory^imulus. Parents or teachers 
were- taught to work with the children for short 
sessions each day, associating a motor actiyity; 
such as standing, up or sitting doWn, with the ^ 
absence, or presence of sound- Some children 
required six months to one year of training before 
audfologicanestW^ could be accomplished, and 
m^st of the^'children-failed to perform consistently 
^ven after many months of intensive training. 

The audiology^linicians at the Institute ibr the 
Study of Mental Retardation and Related Disabil- 
ities, University of Michigan, have found conOi- 
tioned jfey audiometry to be ineffective with 
almosj all of t*he deaf-blind population.' Many of 
the reasons previously cited in reference to limita- 
tions of the TROCA technique with the deaf-blind 
apply to.play audiometry: the social reinforcement 
IS not reinforcing, the motor ac| is^not fu n for the 
children, and integration of the stimuTus-response 
paradigm does noTreadily occur. 
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Objective Hearing Tests 

The development of objective tests of hearing, 
that is, tests which rpeasure the hearing function 
by monitoring' electrophysiological or other 
involuntary responses resultinetfron^resentation 
of acoustic* stimuli, has been^f great interest to 
.audiologists who work with difficult-to-test chil- . 
dren. Unfortunately, most so-called objective hear- 
ing tests designe.d to overcome the problems 
associated with behavioral tests have serious short- 
coming of their own. A brief discussion of these 
shortcomings should help the reader understand 
why most clinical facilities do not utilize many of 
the objective tests touted so enthusiastically in 
professional journals ' ^ 

One major problem with objective tests is that a 
certain degree of passive cooperation is necessary* 
on the part of the swbject even though no specific 
behavioral response is required because a child 
cannot be tested if he or she is screaming or crying, 
pulling off wires or* electrodes, running around the 
test room, or punching himself of herself pr the- 
tester. Many times, with deaT-blind children, these 
activities cannot be prevented without the use of a 
sedative. The use of sedation in children presents 
two additional concerns: first, a physician must be 
present for prescribing dosage and monitonngnhe 
'child during sleep. This factor eliminates nonmedi- 
cal facilities from performmg' certain objective 
tests. Second, many tirnes the drug itself will cause 
a change in physiologic or electrophysiologic 
activity, thus obscuring the resultant test data. 

Another reason why objective hearing tests have 
generally proven to be ineffective with multihandi- 
' capped children is that these tests are developed on 
' older, coopewtive rhildreti or on adults. The ^ 

generalization of results obtained with cooperative 
t subjects to the clinical population does not always 
follow. Finally, one must be aware that objective 
tesff tend to lo^ their objectivity when the 
audiolqgist* attempts to interpretMhe' data. The 
professional literature contains reports of many 
studies demonstratmg that tester bias as well as 
shifting standards greatly influence an audiologist's 
interpretation of physiologic test data. A signifi- 
cant improvement in intratester and intertester 
reliability in judging responses must be achieved 
Ijefore a specific technique can he coiisidered valid. 
Qne further caution is added by Northern and 
Downs (1974), who st^te that "we should pause^^ 
to reflect that^ the presence of some physiologic 
response,, seemingly, relafecf to the presence of an 
auditory signal, does not ensure ^that the -child does 
indeed 'heap.'* Hearipg in this sense irnplies mean- 
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ingful interpretation of the sound so as to produce 
thought and language with verbal or nonverbal 
encoding and decoding." 

- Three of the more promising objective proce- 
dures are electroacoustic impedance testing, elec- 
trocochleography, and electroencephaliq audi- 
ometry. These procedures are briefly described 
here . 

Electi[oacoustic Impedance Testing 

The electroacoustic impedance test was first 
described by Metz in 1946 and has recently 
become an integral part of the standard cliiiicar 
armamentarium with jvhich audiologists deal. The 
electroacoustic bridge is designed to evaluate the 
way in which th^ middle ear conducts sound waves 
to the inner ear. By comparing how much sound 
the eardrum absorbs relative to how much sound it 
reflects back out the canal, the instrument can 
specify the amount *crt" stiffnress in the systejji. In 
addition^ the bridge is capable of detecting changes 
in impedance associated with middle ear musQle 
activity. Singe this muscle activity is related to the, 
loudness with which a person hears a sound, much 
information about a child's ability to hear and the 
status of* his or her middle ear mechanism can^be 
readily obtained. 

The impedance-measuring instrumentation is 
relatively inexpensive and can be operated \)y a 
trained techfiician. Furthermore, only a few 
minutess^re required to administer the tests to each 
ear. Although subjects are only required to sit 
quietly during administration of impWance tests, 
many deaf-blind children will not tolejate the 
probe in the ^ear and flius cannot be adequately 
tested. In spite of this limitation, impedance 
testing has proven to be quite beneficial wi^h many 
deaf-blind children and should be used whenever 
possible. The reader should note, hoWfever, that 

.because specific p^re Jone. thresholds cannot be 
determined by impedance testing, the information 
derived can rarely be used alone. The information 

'is best used to confirm or supplement.other dat^. 

Elec tr ococh leography 

Electrocochleography tias recently gained inter- 
national interest. Investigators in France, Israel, 
and Japan, as well as the United St^s, have all 
reported success with this procedure. The suc- 
cessful laboratory utilization of electrocochleog- 
raphy has resulted mainly f|:om refinement of 
sophisticated electronic instrumentation. This tech- 
nique, ^'which nleasures^eRctrlcaT activity^f^the 
inner ear and the eighth cranial nerve by putting a 
needle electrode into the* external auditory canal. 
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or through the eardrum to the piomontory^ seems . 
to hold grpat promise » for the futbra. Unfortu:_ 
nately, because of the sophisticated, delicate elec- 
,tronic instrumentation required and the need for 
sedating* the^cliild, as well as the nee'd for medical 
surveillance, this . technique is* impractical as a 
clinical- tool at this time. Furthermore, since it 
measures auditory reception rather than central 
auditory processing, test results must be inter- 
preted 'Cautiously. This procedure will possibly 
become a clinical tool in the future but for now it 
remains an exciting research technique. 

ElectroenoKphalic Response Audiometry 

Much has been written about eteotroen cephalic 
respofnse audiometry, which measures changes in. 
brain waye activity associated with Auditory stimu- 
lation.. Although scientists have known for many 
years that changes in brafn wave activity occur ii% 
conjunction with an auditory stimulus, rapid 
identification oT these changes could nqt be n>ade 
easily. "^With 'the advent of inexpensive signal 
averaging computers, investigators all over the • 
world htg&n reporting* successful utilization of the 
technique to assess, hearing thresholds. .Instead of ^ 
merely 'lo"5kfng at ' electrical brain wa^^e activity 
associated with one acoustic stimulus, electro- 
encephalic audiometry averages the brain v^ve 
activity of repeated presentations at the same level, 
thus reducing random electrical activity.' 

Although many of the limitations of electro-' 
cochleography are also present with el^ctroenceph- 
alic audiometry (i.e., ej?pensive, sophisticated elec- 
tronic equipment, need for sedation of the subject 
in many cases, and difficulty of inteipretation), the 
procedure has gained wide acceptance as a research 
tool and scattered support for clinical utilization, 
filectroencephalic audiometry hasNjeen shown to 
be a valid, reliable' procedure for\cooperative 
adults. Sadly, though, its greatest weakness is in 
the detection of hearing sensitivity in the mentally 
retarded, neurologic ally impaired, and multihandi- 
capped, the very ones in whom the procedure 
would be most valuable (Northern and ^owns, 
1974). Since research in this area is being* carried 
out by numerous laboratories and cliijics, a break- 
through will probably occur in* the next few years 
which will allow for examination of the. multi- 
handicapped child through electroencephalic 
audiometry, ► 

- — — H e aring Aids f or the^Deaf-BlindXhild 

» Few deaf-bhnd children are totally ^deaf. This 
is especially true among rubella children, in 



whoiff total, deafness is extremely rare. A general 
principle in working with hearing handicapped 

' children is that the earlier amplification can be 
started, the more likely Ihe child is to learn to*use 
liis or her residual hearing for language develop- 
ment. Although it has 'not been conclusively 
demonstrated, a general consensus among educa- 
tors of' the deaf is that early sensory deprivation in. 
a child greatly decreases 'future use of sensory 
information 'r^eiVed through the defective mod: 
ality. Some authorities speak of a critical period in 
which it is necessary for the hearing-impaired child 
to receive language input in order to avoid severe 
language retardation. This theory Is that the 
reception and utilization of particular types of 

* stimuli are optimal during certain periods in a 
child's development. Subsequent stimuli will have 
gradually diminishiAg potepcy in effecting the 
child's development in the function represented 
(Northern and Downs, 1974). \ 

Whether or not the concept of a critical period is 
valid, d multisensory-impaired child will apparently 
suffer extreme deficits ii\ all areas of. social, 
psychological, and obgitifive development d^t^ 
result of a lack of exterrial sensory stimuli. Iris 
difficult to believe that ^m'piification of incoming, 
sensory stimuli, whether they are auditory or 
visual, wpiild not be beneficial to these children. In 
spite of this seemingly obvious conclusion, the fact 

" is that a large percentage of deaf-blind phildren are 
not fitted "with amplification until they aJ-e five or 
six years old and many do not wear the hearing 

. aids which have been purchased for them. The 
reasons for this are interesting. One obvious reison 
has been previously disdissed: the diagnosis of 
deafness in a multihand(capped child is profoundly' 
frustrating and difficult to make. Most audiologists 
are loathe to make a recommendation for hearing 
aids in a child for whom axlear-eut'diagnosis is not 
possible. Even though the pbtentiaUy devastating 
effects of not putting a hearing aid on a child with 
a hearing loss are perhaps greater tfiari the effects 

. Qf puttilg a hearing aid on a normal hearing child, 
audiologists will usually be quite con5iprv^tive in 
their judgments and err in the direction of with-^ 
holding amplification from a child with an uncer- 

' tain diagnosis. • . S ^ 'f 

Another.jdfeDn for delay in pitKudng Hearing 

^ aids for deaf-blind children is that other, physical 
conditions (e.g., heart problems, ntitrition prob- 
lems, .orthopedic problems, and sever,e develop-^ 
mental retardation) ofteq overshadow ^jwcon- 
^ cems regarding the Status of , the child's hearing In 
addition, many audiotogiSfs are reluctant to recom^ 



mend amplification for a. very low functio^ping 
child b^cAiise lie or sM wilj probably be unable to 
process incoming signals in a meaningftil way. 
These arguments are*strong, and the present autho? 
has used them all at various times. In retrospect, 
however, withholding amplification from a deaf-» 
blind /child because of apy of the above mentioned 
reasons is extremely difficult to justify. 

Types of Hemng Aids ^ . ^ * 

Hearing aids are generally classified as either 
body borne or ear level. Body-borne aids are worn 
in a halter on the chest. The -body instrument is 
attached by wire, .to the receiver. An earmold is 
fastejied to the receiver a'ncf placed in the ear^ 
Body -borne aids can be quite, powerful. TKey have 
greater flexibility in terms of frequency response 
and other acoustic alterations and ar^ . usually 
sturdier th^ ear-level aids. The protective outer 
cases, large dials and switches, and sheer bulk make 
body-borne aids desirable for Jhe younger child 
who is^ likely to treat the instrument roughly and 
• carelessly; ^ . ' ' 

E^-level hearing aids are generally small, 
^encase<f in plastic, and lightweight-. They some-« 
tiig^ are designed to fit in the external ear, but 
m^t hang bel;iind the pinna. As a rule, ear-level 
aids have an internal receiver aij^ Send the ampli- 
fied sound tp the ear via' a "clear plastic tube 
attached to the earmold. ^ 

Adults who have a''mild. moderate, or even 
moderately severe hearing impairment usually 
prefer ear-level aids because of the reduction of 
clothing ^[loise and the -naturalness of sounds 
directed to the head. For infants and young * 
children with moderate or severe he^fl^ inip^- 
ments, 'body-borne aids ^re almost alway? the 
choice, since an ear-level aid would be.quiffe.' 
impractical with this age group. 

Hearing aids may be. worn singly (monaurah), ' 
one hearing aid for eaclf ear (biAijural), or one 
hearing aid sending' the same signal to both ears 
(pseudobinaural). Once again, hard evidence 
regarding the benefits of true binaural versus' 
pseudobinaural hearing aids is lacking. However, 
many teacher^ of young deaf children state that 
children fitted with binaural hearing aids do better 
than those with monaural or pseudobinaural fit- 
tings. To be consistent with a policy of providing 
as much sensory input as possible to'' sensory 
deprived children, one cannot in clear conscience 
recommend iess than true binaural hearing aids for 
the deaf-blind child. Because'of the many problems 
involved in getting a child to accept and utilize 
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• amplification, one would probaljiy be wise to 
utilize -.initially a single- hearing aid, alternated 
weekly between ears, until such time as the- child 
has-accepted the instrument. 

' PrpUems in Getting Deaf-Blind Childien 
Accept Amplificaaon ' « 

^ Parents of hearing-impaired children often re- 
port a reluctance on the .part of the chUd to accept 
ampUfication. Th^ children /do not like its 
physical presence,' the loud unpleasant sounds 
coming from' it, or the earmold sitting heavily in 
the pinna. However, with patieilce, firmness, and 
determination, parents can; within a few weeks, 
usually secure the cooperation of the child * in 
wearing^ the instrument: As soon as the child 
realizes that he or she is missing somethyig without 
the ai4,.the need for parental coercion disappears. 
IJiis is' not so with the dea'f-blind child. The 
deaf-Wind child seems to be particularly, bothered 
by intrusion from the outside world, and ar^ 
attempt to attach a hearing aid to his or her body 
is met with great resistance. He or she will pull the 
earmold from the ear, cTiew on the" connecting: 
wires, and angrily attempt to smash the hearing aid 
itself. Also, ampHfied sound from the hearing aid 
may cause hint ^r her to react violently. His or her 
behavior many tinges will suggest that the sound is 
painful. When this occurs, parents and teachers 
question the ^propriateness of the hearing aid and 
therefore may not insist upon its- usage. Further- 
more, even with amplification, the deaf-blind child 
may not respond to speech or noise differently 
than he or she -did when he or she was not we^aring 
the aid. This . behavior tends to reinforc^ the 
pare^f or teacher's impression tlwit the hearing 
aid is not helpjng.the child. ^ . 

An important factor which inhibits proper hear- 
ing aid utilization by deaf-blind children i^a lagk 
of consistency between j^haviors required at l^ome 
and at school. This lack of a unified approadi to 
audiologic rehabilitation adds to the child's 'appar- 
ent lack of response to amplification. Hd*^^^.- 
younger children u&ually adapt to amplification^ 
easier than older ones, thus adding anothen argu- 
ment in the case for early intervention with 
handicapped children. 

In ligt^t of the serious- pr<rt>lems associated with 
the use of aniplification ivith the deaf-blind, the 
following recdmmendations a^^d suggestions are 
ma^e : ; 

1. Teachers and parents should peripdically dis- 
cuss specific techniques for improved hearing 



aid us^/.PaTental conCems about the ckild's 
apparent discorafort associated with ampftfiqa- 
tion*s!ieuld be^ handled dU;pctly and'honestly. 
Suggestions should be made* regarding What 
tyfH? of acoitstic en^ronn\ent with %hich to 
• provide the ct\ild-as*well as how to adjflst the 
gain leveh • ^ * . ! 

* 2. A' plah for art auditory training pfcugram and a ' 

' means of assejssing progress iii the child*s 
utilization of ^jjjplification should be System- , 
atically developed ^by fl^p audiologist in con- - 

^junction with parents, the teacher, and other 
professionals from various disciplines. * 

3. Parents should be counseled regarding the 
importance of hearing aid usage by the child. 
A commitment on the part of the parents and 

" teachers to the- pfiilps6phical*rea$ons behind 
•the recotnmendations made is imporiant*»This 
commitment ca;i be better reinforced through' 
participation oT parents and teacher -in the"^ 
developnjent of a management plan. 

4. Coordinatit)n between - soljoof an^ home 
should be improved to ensure consistency of 
tif hniques and go^ls. Otherwise, parents may 
be unknowioSfy reinforcing behaviors whic^i „ ^ 

• the sdiool is trying to eliminate. Many times 
^ sociafw^jrkers and nurses are^ble to provide 
the bridge betweej^hool activities and home 
\ activities. • / ^ t . * ^ 

' Audiometric Results ^ 

An important role of the sfcdiologist in pealing' 
with the deaf-blind is in counselitig p^ents regard- 
ing the nature, ^extent, and. implications of the* 
child's hearing impai^ment^j. Demonstrations of 
simulatA hearing loss are often h^ml injostering 
understLndiBg^of the types of di^ortions which a 
^ severe j^nsorineural hearings loss might produce. 
Parents who .o<)sep^e audiologic. testing X)f j^^ir - 
xhild; often report a clearer understanding of the 
^ audiologist's report' and a better appreciation- of 
' the recommendations. 'When a hearing aid is^ 
recommended, the^audi0logist may want to give' 
Jhe^garents an ^o^iirtunity-^o-iiandl?4he Rearing 
'dd to gain^cohfidence in*theit ability to jit the^ 
•^earmold in\heir cjiild's eait set the gain Control, 
tod check the. efficiency of the batte^"^ # . 

In addition ' to j>couns6ling the (iUtfff parmls 
^r^gardirtg the results of the ^diqmetric'exapiir^ 
' tion, autfiologists need to make thems^ves avail- 
, able to* interpret audiometric findingsr to^rofes- . 
^ sionals from .other dtsftplipes and>jto answer qpes* 
* tions which ipight arise^ concerning the audiologic 



.recommendation^. An audiologist working as -part 
pf a team soon leaiYis tcK speak in commonsense 
Jt^rms about the abilities and limitations the 
« child's auditorjNrystem. Our experience has been 
that' audiometric rec«(^mmendations for dea(»blind 
children many times must oe reconsidered and 

* modified to complement the Commendations of 
physicians, social, worriers, teaHlbrs, psychologists,' 
and other professionals. The auiiological- report 
should include statement^ regarding the appropri- ^ 

^ateness of ai^auditory 'training program with a 

* particular chiJUl. Furthe^inore, in terms of settMg 
reafistig educational objectives, the audiologBfc 
should consult ^with the teacher regarding expecta- 
tions of an auditory/ training program and how 
these expectations are (or are not) consistent with 

''the audiologic findings.' 

A serious consideration <h the educational pro- 
gramming of *the d0af-blind is'in the determination 
of the appropriate;iess of oral communication for a 
particular chifd. Pew congenitally deaf-Wind' chSt 
dren are able to l^jaster oral communic^tioik In 
5bite*bf this,' the child's ability^to utilise sounds m 
a nieanin^l Way must be asseM^.^arqfully. So 
critical is the need* to establish T^anguage systeftv 
wittfin the,-d&d that in all cases of a severe duaL 
sensory mipg(irmenf manual cortiipunication sitould 
be intro\h^^^ either in conjunction with the 
auditory ^l^ing program or as a separate educa- 
tional umtl*^ „ f 
''"^ Tfe^eftecH^of an auditory Sisofderii^' a visually- 
impwed child intensify. 4he magnftud^ of his or 
her medical, soci^,.and educational problems to 
such a 'largS extent that traditional ^Sbiplinary 



approaches to m'anagem^t planning are nftt mean- 
ingful or applicable. TW^multihandicapped child 
requires a multidisciplinary team, functioning in an 
• interdisciplinarv way. Only through such a leam 
effort, rather tnin a^^es of disciplinary evalua- 
tions and recommenci^ftns, can a realistic program 
which •blwiders the total child and his or her 
, environment be implemented. " 
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The Ophthalmotoigist,and Edgeatpr: 
Their Interaction's in the Care 
-eHh^ DeafTeilnd Child , 

A. Unn Muq>hree, M.D. ' ' / ' ' . 
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A survey of'the anatomy and physiology of the 
visi|al sy^enfls presen^pd as.an introduction to' this 
; section^ of the state-of-the-art report. For a more 
comprehensive treatment of this topic, .the reader 
\ 'is' referred to one of the btKic textbooks in 
r/ ophthalmology (Scheie and Albert, 1969). Effort 
^ will oe-made to stress the ocular pathophysiplogy 
' ' of the more common diseases which simultane'^* 
ousl^affect the visuafand auditory systems:' - - ^ , 

Anatorfiy and Physiology of the Visual System* 

The functional ^rt of the 'eye actually;^ begins 
with the retina, *a thin transparent membrane that 
lies OH; the inner surface of the ey.eball. The retina 

. neurons that transform a light sti^Jiilus into a nerve 
impulse - and' send it along cellular processes 
through th? optic-nerve to the brain! The primary 
function of each pf the othfer parts of the eyeball is 

Aq receive and focus images of the outside world on 
the retina. Visual loss caused by disease can occur 
at the of the retina, at any point along its * 
visuar pathway to the "brain, or in any of the 
transparent structures in*front of the retina. Parts 
of the eyeball are illustrated in Figure 1.' ^ . 

Cpmea and Sclera 

, The wall bf the eyeball is composed of strong 
collagenous fibers, Tn the transparent ^ anterior ^ 
portion of the globe, or cornea, the fibers are 
arranged in a regular pattern that allows light to 
' enter without being* disturbed. The sclera, .or 
'white pf the eye," is opaque because of reflected 



. s^tface, serves as a metabolic pump to maifitain the ^* 
Cornea in a relatively dehydrated state. Any pro- ^ 
cess that interrupts or disturbs the corneal endo-, 
thelium interferes with its functioti. The' result is x 
comeaf swelling (edema) and' ^deluding "^Caused Jby 
" distortion of. the regular arrangement of the collag-* 
eno^ fibers that fiip necessjary for transparency. 
El«fed intraocular presSUie (glaucoma) is of:ea-^ 
, ^ ^^mlDy a part of the cong^tal "rubella syridrprae. 
In this situation, .as in many other cases ctf 
congenital gladcoma, corneal edema manifested 
Corneal ^louding^and decrea^d 'vision is a result.* 
, The eye and hs related structures are illustrate*^ in 
¥'igure 2T 1 / , ,1 

Anterior Giamber ^ 

, ^^Tht anterior . chamber is a fluid-filled space 
bouaded anteriorly by the cornea and posteriorly 
by the ifris and lens. This small chamber of the eye , 
is filled with an ultrafiltrate of serum, the aqueo*. 
rthe anterior chamber angle, whifch is formed at the 
point where the iris meets the,corp6a, cont^ns.the 
drainage system for the aqu^us produced ijiside 
the eye'. Congenital glaucoma is a. result of the 
failure pf the anterior chamber angl€^ to develop ' 
normally. Without a functional oraiqige system, - 
iitfraocu^afr pressure builds to high feve Island results * 
inJorueal edema and damage to the eye. « ' ^ * 

Iris , ' 

* 'The iris is a 'structure th^t serves t(J control the 
amount of light entering the eye. It is composed of 
.loose connective tissue containing numerous pig-' 



light from the irregi^ arrahgementof the cdllage^^ mented cells. The' irises in blue eyes cpirtain 



nous fibers that malce up its layers 

The transparency of the cornea is maintained by 
an active process. A single layer of cells, the 
corneal endothelium, which lines the cornea's inner 



rejatively" small amounts of pignKJnt; those^ 
darker eyes jcont^in relatively more^pigment: Two 
iris muscles control the shape of .the pup'il. Tl^y 
are the sphincter, a circumferential bundle af'tne' 
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SJl^trior rectus muscle 



Pupil ^ 




tateral rectus muscle 



lnferit>r rectus musci 



^perUK 'Oblique mutcle 



Sct«ra 

Medial rectus muscle 



Plane of section in Pig. 2 



timbus (Junctioa between 
> *^cornea and sclera) 



Inferior oblique muscle « 



Fig. 1 . Parts of the eyeball 



/ • Schlemm's canal in 
\ * ^ the anterior chamber 
angle 





Vitraous cavity 



V. 



Fig. 2. The eye and its retard structure 
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pupillary giargin, and thye dilator, a thin muscle^ 
' that runs radially from tl^ edgejjf the pupil to the 
root of the kis: Bright Ught stimulates a reflex, ' 
cohtractioji of the sphincter muscle of the iris, and 
the contraction 'Causes the pupil to becomejiarrow. 
Dim light allows the sphincter to retax while the 
dilator muscle acts to cause pupillary dilation. 

Lens ^ 

The lens, which is a biconvex transparent mass, 
the size of ,a small grape, lies immediately behind 
the iris. The lens is held in place by zonules, 
suspensory fibers ^M^ing from the ciliary body just 

" posterior to the ^^^ft^here the irjs and cornea 
meet? Contraction arm^laxation of muscles in the 
ciliary body all<^. the Ifns to change. sha*pe and^ 
alter jts ability to* focus Ught rays. The ability of 
the lens to change shape is referred to as accom- 

■ -modation. As the lens becomes round, it brings 
near objects into clear focus on Jhe, retina. When 
ffie gaze is shifted to distant pbjects, the> lens 
flssuraes the shape necessary for^clear viewing.- ' 

A cataract is any opacity or'clouding qf the Tens. ' 
The opacit^y can assume any shape and affect part 
or .all of ^e lens:^ The lens develops during 
^^ibryonic life by the deposition of successive 
layers of len5, fibers. Jn maternal rybella infections,' , 
retafdatiori of embryonic lens gfowth interferes 
with ♦ the normal' lens transparency. After the 
infection has been resplved, subsequent layers of 
lens growth will.be normal. As a^eiutt, the" 
newborn infant with congenital rubella mfection 
that occurred during the first three months^ of 
embryonic life will demon^rate an opacity in the 
cente^, of the lens. In this way the time of the^ 
infection can be documented by the location and 
the extent of the opacity in'the lens,' much like the 
rings of a tree indicate ofertain deductions ^uring 

rrowth of the tree, 
id aijd Vitreous 

A ll^er of pigmented vascul^j tissue continuous 
witH the iris Une^. the^ inner surfacfl^%|^^^obe. 
Posteriorly, this l^yar is referred to a^ffieohoroid. 
It contaips th^ vascular and, nerve su^jf^for the ' 
ov^ying retina. The vitreous is ^ transparent gel 
that pccuptes the spjace inside tbe globe , posterior . 
iq the lens. T * , . ^ ^ f 

Retina and Optic Nerve 7 * ' 

The retina, the functional unit of the eye, lies on 
the inner sujl^ce of;th« eyeball. The photorfi^ep- 
tors or rods and cones 'of the retina receive light 
imjjiulses and transform them mto impqlses that are 



trfnsmitt^ toward thte brain. The two types of 
photoreceptors, r^odsfand cones, are named, for ^ 
their shape' and Jiave different specialized func'- 
tions. Rods are sensitive t6. low illymination ^nd ^ 
^are prin^arily • re^nsible . for night^ision. The 
differentiation of . color asj^vell.as the^ability-tosee 
in bright illumiiadtion are functions^f the cones. 
The peripheral retina is populated * primarily by 
rods and is responsible * for side vision. Sharp 
central^ visual Acuity is almost- exclu^vely a func- 
tion of the cones. 

The dif/erehtial functions of the photoreceptor 
cell^ are important clinically. Retinitis pigmentosa, 
thexause of visual loss in, Usher's syndrome, is a;i 
iso^H rod. dystrophy. After a certain period of 
time j3T Yiormal function, Ithe rod po/tions of the 
photoreceptors die prematurely. This is manifest! 
cUnically by, night blind^less and 'progressive, con- 
striction of^e peripheral visual field. The fact that 
<<3enfral viscm acuity, color rvision, a|i*d day vision 
are affejct^d relati^jly less is a consequefnce^ of the 
preservatidi) qf cone'funct^n in this disorder. 

• Destruetion or damage to the optic nerve resuIts^ 
in atrophy of the nterve fibefs ^rryi;ig the visu^ 
impulses. Although the' phot^fec'e^tors in ' the 
retina may be noijnal, optic*atfophy may lead to 
blindness. Optic atrophy fna^/ be a primary 
inherited ^disorder or secondary to compression of 
the optic nerve and its bloo4 supply. One example 
of t|ic -4gtter -siturfHon^ -occnl^ ^n* trrafriofaciaf dyros^ 
tosis in which tl^re is maldevelopment of the 
bones of the skull. 

- The optic nerves terminate in Ihe optic chiasm 
where some of the fibers in the jierwe cross to the^ 
opposite side. Posterior to the chiasm the entire 
left visual fieW is carried afong the right optic 
radiations. Affinal synapse in the lateral geniculate 
body sends .the vijyaJ impulse? to the occipital 
cortex where the Visual image is recorded by tte 
brain. ' ' ' ' • 

Generalized Disorders of the Eye 

Poor vision may ^result from inability of tHe 
cornea and lens to focus li^t rays sharply pn th,e 
retina. If, for example, thf eye is longer than it 
should be, thcf light rays will b^ocused at some 
point in front of the retina. This condition, axial 
myopia or nearsightedrie^,"'uiay* tje ^a sm^ificanU, 
visual handicap for a ydiing child. Only .lObjects 
close to the eye will be imaged elearly. Al^oijgh 
myopia can be corrected • with .spectaijies, it* 
frequent ajpociation with congenital hearing lo&/ 
warrants a careful refractiorj^in any child in whom 



th?re is the combination of congenital heariftg and 
.visual impainnent . L 

' Devdopmental and Genetic Abnormalities 

Developmental or genetic abnormalities are the*' 
most frequent causes of combined hearing and 
visual loss after congenital rubella ififectiofts. Spo- 
cifiC entities are referenced in Table' 1. Space does 
not allow details of all the^enetic syndromes to be 
presented^ here. The reroer is referred to the 
references in Table 1 for turfher infprmation; 
however, some general observatfons on the patho^ 
physiology of some of these lesions ar& included 
here. . . / . ^ . 

The mucopolysaccharides are a group of dis- 
orders in whicK an abnormal accumulation of 'a 
mucopolysaccharide occurs in the cells t)f the 
'bddy/6teposition of this stibstance, largely in the 
fells' K)f the cornea, accounts for corneal haze and 
, crbudWj.which cause pobr y^on. In sphAigolipid- 



osls,» Storage material is primarily localized in , the 
ganglion cells of the retina. The destruction of^ 
.these cells leads to an interruption in the visual 
pathway and to blindness. Congenital c^itaracts 
present in congenital rubella and other syndromes 
interfere with the passage of hght into ti^ eye. 
Instead of being focused normally, light is scat- 
tered by the opacity in the lens, and adequate 
vision .is not possible. 

Role of the Ophthalmologist as It Relates 
- to the Deaf-Blind Child 



The role of the ophthalmologist in th^B of 
the deaf-blind- child differs little in the broad sertse 
from the care of any other pajiei^^ith subnorma^ 
vision. However^ specific responsiWUties which the 
ophthalmologist should assume in this sitaation 
include special attempts at an accurate diagnosis, 
determination of .visual acuity, and pr^^ion of 
'earfy treatment and/or genetic counselingr ^ 



r^l' Table 1 . - * % 

^ piseasA Causing Combined Visual and Hearing Loss 



^ I. V 



Visual impairment^ 



Congenit^^ 



^€e^rmta4^>*V%rf>e4te'^syndrcrme {Cooper and.:, 
others, 1^69) : 
Hearing loss and high myopia {Roberts, 1970) 
5 r Holmes- Schepejs syndrome {Holmes and 
Schep^n5,. Ip2) . - ' 
Saddle nose, /hearing los^ myopia '{Marshall, . 
• 1958) \ ' ^ . • 

Cochlear deafness and high myopia (Eldridge 
^nd others, 1?68> - . • ^ 
r Congenital cy^ome^lovlrus inactions 



Norrie's disease fWarbarg, 1963) 

i^lynn-Aird syndr©me fFlynn anfl Airdl 1965) 




Onset 'in childhood 



.Ustifir!s,.syndTome {Vernon.. J 969; Cherry, 

Congenital deafpess and progressive optic 
atrophy {Konigsmark and others, 1974J 



Refsum'S syndrome {St^^berg, 1970, 1972) 
Alstrom's syndrome (Alstrom, 1959) 
Laurence-Moon-Biedl synHrom%(Bum, 1950) 
Cockayfie's syndrome (Cockayne, 1936) 
PrOpessivcx. hearings loss and optic atrophj^ 

{Rosenberg, and ' Ghutorian, 1967: Tun- 

bridgeand Paley, 195 6/ 
Mucopoly.saccharidosis {Dorfman and Mata- 

lon/1972). 
Sphingolipido5is {Goldberg, 1^74) 
Craniofacial dysostosis {Bertelsen, 1958) 



The details the hfetory and diagnostic exami- 
nation will be discussed only where departures 
from normal procedure or special studies are 
indicated when examining a chilid with combined 
^visual and hearing defect. 

FamSy Histoiy 

Family history is an imi^ortant part of the 
diagnostic evaluation." Careful questioning shoulcf 
•be directed to the mother to determine if she had a 
•rubella infection during, the first three months of 
pregnancy. Parents should be asked to describe 
when and how they noticed that the child had 
difficulty seeing. TTie time relationship between 
"bie onset of hearihg and* the first evidence of visual 
difficulty may be helpful in making a diagnosis, 
(See Table 1.) Specific questions should be 
directed to the parents to determine if the x:hild 
was premature. High oxygen levels can, be associ- 
ated with retrolental fibrpplasia. Recent studies 
have indicated that the noise in incubators m^y be 
close to the danger zone (Seleny and Streczyn, 
1969.). * ^ 

The family history is extremely important in 
situations in which there is a combined visual and 
hearing defect. With' the exception of th;^congeni-. 
, tal rubella syndrbriie and the pther less common 
^ngei^ital infections, all of the other causes of the 
combined hcaj^iig and visual prSblem? (T^ble 1) 

gist should make considerable effort to obtain all', 
of the available d'etails, of the family* history. 
Especially important are the.presen^e in the family 
of other affected members, the exact relationships 
between the patient and ^ftose persons, and the 
presence or absence of consanguinity. Documenta- 
tion of a bjood relationship between fhe parents of 
the affected^child or the presence* of commori last " 

.names on both sides of the pedigree' provides^ ' 
strong evidence for consanguinity. The type, onset, 

* and cause of visual or hearing loss of any other 
family members should be thorpughlj^ *docu- - 
men ted. Eye examinations should -be performed^on 
•any family- niember suspected, of having the dis- 
order. Special attention should be paid, to the 
possible presence, of hig}i myopia (nearsightedness), 
constricted visual fields, night blindness,/obesity, 
hypogenitalism, degenerative neurological dis- • 
orders* abnormal skull shapes, and history of a 
maternal^ male relative having an eye enucleated as » 
a small child because these things woul4 indicate 
the presence o\ Norrie's disease. The ophthalmolo- 
gist should fiot hesitate to call in a geneticist as a 



consultant if there are any unresolved questions, 
about the family history. % 

Di^ostic Examination ' i 

The examination of the affected child may be 
difficult irf th,e doctor's office because of the 
child's age, multiple handicaps, and lack of coop- 
eration. Because of the necessity of . establishing a 
diagnosis, examination under anesthesia should be 
scheduled unless \he anesthesia would impose^grave 
medical risks to 'the child. Certain portions of the 
examination, however, can be done only in the 
-office. These include estimation of visual acuity 
and the examination of voluntary extraocular 
movements and pupiUary responses. 

Visual acuity determinations in younger handi- 
capped children unfortunately are often limited to 
evaluation of the relative acuity in each eye. If 
only one eye has good visual acuity, the child will 
not object to having his poor eye covered but will 
object vigorously if Ms *^good" eye is occluded 
(von Noorden and Maumenee,. 1973)" Once th^ 
child has reached age twp-and-a-half to three years, 
and if he is sufficiently cooperative to perform the 
"E" game, determination of visual acuity can be 
done (von Noorden and Maumenee, 1973). The 
"E" game is often not possible, however, in the^ 
mentally retarded or multihandicapped child. The 
use of food symbols for detemyning visual acuity 
^^i&4escEibed^y^I^^ aAd>Sfiiu4h 41 d6§^> A>mod ifi- 
cation of this technique has been described is a 
^technique for vi^al appraisal oi mentally retarded 
qhiTdren (Lawson andSchoofs, 1971). The patients 
in their series ranged from ages three to twenty- 
two years and all h^d an intelligence quotient oi 60 * 
or less. Even with their methods,- 26 of 103 
patierfts could not be 'tested. 

Sheridan (1966, -1963, l96?) fias developed a 
series of screening tests for young children and 
retardates <STYCAR), The acrdnym STY(:AR -is 
used to refer to these vision tests. Sevprail different 
tests are described, sech as the matching of distant 
letters* or pictures to other letters or- pictures 
placed on a ^able. The graduated balls tests 
(Sheridan, 1969) were Atveloped to provide a 
reliable and repeat^ble assessment of the visual 
acuity of ?jprmal chfldren frdm ages six months to 
two-and-a-half years, handicapped children unable 
to cfooperate with matching testsr ^nentally 
retarded children, and children with ' language * 
difficulties. . 

The use of the graduated baHs test might prove 
especially valuable in testing the hearing-impaired 
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child who is suspected of haying a visualjjabnor- 
mality. Nane of the other methods for subjectively 
measuring visual acuity^ have been* consistently 
useful in testing this group of patients. 

Once an assessrrfent of visual acuity has been . 
made, the ophthalmologist has a baseline upon 
which a diagnosis can be based when the findings 
of the examination under anesthesia and the 
refractive error are known. (Retinoscopy for deter- 
mination of any refractive error is a routine part of 
the examination under anesthesia.) Any opacity in 
the ocular media (i.e . corneal opacity, cataract, or , 
retrolental mass), which can -safely be treated 
surgically sjTould be treated as early as possible! 
Delay in treatment can. result in permanent 
decreased vision secondary to deprivation, ambly- 
opia (von N'oorden and Maumenee, 1968). If 
cataract surgery Ls performed on a young child, 
contact lens correction should be made as soon as 
possible.* If correction is not made after such 
surgery, the child will develop irreversible visual 
loss from deprivation amblyopia just as if the 
cataract had not been removed, 
k After a diagnosis has been reached, the ophthal- ^ 
mologjst must assume the role of counselor to the 
parents and teachers of the child. The^ ophthal- 
mologist should convey to the family the -nature of 
the problem, t-he jau:^e. if known, the nece^arv 
treatment, and the prognosis. It the disorder is ^ 
inherited, r'^nctic counseling should be arranged 
forthefamilyl . 

Communication Between OphthalmoJdgist 
and Educator 
f tcociullo (1974) concftldes that a child's visual 
{[unctioning can bc^ assessed only in terms of the 
child's environment and^the tasks he or she must 
perform in that environm'ent. 

Fiftcctiye.communKdtion is essential for a strong 
.working relationship het%\\^en the. educator and 
- ophthalmologist. Lach must make available^to the 
other all information concerning the child as well 
as keep the other aware ot any* need for further 
data. This level of effective communication, 
requires time, effort, and planning. 

The ophthalmQlogisi obtains objective informa- 
tion cor^ernmg the cause of the child's visual 
difficulties froA the cl>ild\ hKtory and from the 
examination as descnbed previously, the doctor 
needs help from the educator, however, in evaluat- • 
ing the visual fuiKtionniii of the child. To expect " 
" the n\ultihandicapped child to demonstrate his oT 
her highest level of visual functioning on cue in tJie 



doctor's office is unreasonable.. Diamosls ana 
prognosis are more .accurate whenyirata/)n the 
visual' functioning 'of the" child- ajc available to 
compare with the objective findinK at the time qf 
examiij^tion. * ^^^^ i 

The educator, observing the child in his or he^ 
everyday ^environment, has the responsibility for 
recording the level of visual functioning achieved 
by the^hild and making data available to thf 
ophthalmologist. On ^he- other hand* the educator 
needs information about the diagnosis, the achiev- 
able level and type .of visiw. the- need for visual 
aids (glasses, contact'lenses, low vision aids, and so 
forth), and the expected final visual outcome in 
order toiplan a beneficial educational program for 
the child. 

In any request for consultation from one medi- 
cal specialist to another, all of the information 
availably to the referring doctor, together with 
specific requests for information from the consul- 
tant, accompanies the patient on the first visit to 
the consultant. The educator's role is that of a 
referring specialist v^hose responsibilities should be 
the same. All pertinent iaformation available to the 
educator and any requests for information should 
accompany the child on the visit to the ophthal- 
mologst. 

Suggested forms for the "providing and request- 
ing" proce^ are, presented 'beginning on page 78. 
Revisions should be made 4©^'f4t'4he-4»di\tkUiai> 
situation. Form 1 for the educator/s .assessment of 
visual functioning draws heavily on the techniques 
described by Ficociello (1974) in her Manual for 
Visual Assessment Kit. This publicatiorf would be 
extremely useful as a guide in assessing visual 
functioning. A representative but hmited number 
of tests were selected for inclusiorr in the informa- 
. tion form. The effectiveness of such a report to the* 
ophthalmologist diminishes* as its length increases. 
Effort should be directed toward relevancy and 
conciseness.. 

Form 2 oh page 80 is the suggested request for 
information frOm |he ophthalmologist. Only perti- 
nent information should be requested. Effort to 
avoid unnecessarily long and complicated forms 
will rgult in greater cooperation. 

□jSthalmologists deal in such a specialized field 
that "many of the words and a|;)breviafions used by 
them may be unfamiliar to the educator A list of 
commonly used abbreviation^ and. their meanings is 
presented on page 81 In addition, terms rellating to 
the eye and to eye disease are listed on page 72. 



LowA'ision Aids 

Optical aids are devices that help to correct or 
improve visual acuity. The most common optical 
aid is the conventional spectacle Other low-vision 
aids for distance vision include telescopic and 
pinhole spectagles, modified spectacles, cojitact^ 
lenses, and nonspectacle aids such I as binocular 
field passes*. Aids for near vision include reading 
glasses, bifocals, .^hand-held and stand magnifiers, 
and telescopic devices. Most low-vision aids^mprove 
vision by magnifying the image on the retina. , • 

Even if one could assume that the deaf-blind 
child ct)uld use and would accept these low-vision 
aids, the diseases in which they are helpful are 
jimited. Fonda (1970) lists disorders in the deaf- 
blind child in which low-vision aids are helpful. 
High myopia and surgical aphakia are the two most 
common situations in which low-vision aids might 
be helpful. Unfortunately, the retinitis pigmentosa 
group of diseases (Usher's, Refsum's, Alstrom's, 
Cockayne's, and Laurence-Moon-Bardet-Biedl syn- 
dromes) and those associated with optic atrophy 
respond poorly to low-vision correction. Visual 
correction m children with retinitis pigmentosa is 
difficult a-nd unlikely because of the constriction of 
their peopheral visual fields 

TTie acceptance of low-vision^aids among the 
mentally retarded deaf-blind children may be 
severely limited.*'HoweVer, each child who poten- 
tially may have an mprov^ble level of visual 

appropnate low-vision aids. 

UsuaFly^low-vision aids are dispensed by a 
specialist, more commonly an optometrist, but 
often by an ophthalmologist nmning a- low-vision 
clinic in association with a" lifrge medical center or 
medical school. If the consuftiag ophthalmologist 
believes that iow-vision aids may benefit the child, 
he or she will send the child to the appropriate 
specialist 

The available literature: in the field of low-yision 
aids is extensive: however, very little is written in 
this area specifiji^hlly for thcchikl with a combined ^ 
heanng^ and visual 'defect. An atmotated bibliog- 
raphy on low vision wi*s "compiled .by Werner 
(1973) at the University of Alabama in Bimiing- 
ham. The bibliography begins with the year I^fVO 
and IS divided int^ four categories epidemiology/ - 
examination techniques, clinical treatment, and 
rehabiUtation and special education . . 

Two of the excelienrt textbooks in thv field are 
The Low^Vision Patient (f^aye, 1 970), and Manage- 
ment of the Patient with Subnormal Vision, 
(Fonda, 1970). Dr Faye devotes one section of her 



book to a description of the child with partial* 
sight. Often elementary school-^e children are 
afele to see print on objects hdd a few inches from 
their eyes without the use ^f' glasses even with 
vision as low as 20/200 bficaase-of- their ample 
powers of accommodation.' Some children with 
' vision of less than 20/200 mayTequire low-vision 
aids, such, as hand magnifi^, low-vision lenses, 
large-print books, or small monocutar telescopes. 

-As children aj^J^Dach high school age, the powej- 
of accommodation drops off to the point at whicB 
holding material close to the eye may becomd^ 
excessively fatiguing. Low-vision aids may then 
, become nece^ry for the first tijne. . 

Problems with low-vision aids in children may be 
a result of blurrpig of surroundings and distance 
vision when a strong plus lens is use A With a very 
strong leryL the field of vision is fecfuced to a few 
words or pictures. 

The 'only advantage of large-type print is that 
material can be held farther from the eye. This 
advantage is questionable when the same magnifi- 
cation can be "achieved byTvolding regular print 3.2 
inches closer to the eye than large print.*Disadvan- 
tages of the large-type books injclude increased size, 
weight, number of volumes, and cost. 

A descrip'tioa of optical aids currently available 
is discussed in greater detail by Fonda (1970), 
Space does not allow reproduction of these excel- 
lent chapters, and any synopsis would be ajL 
unacceptable simplification. Any educator who is 
deanng wifK a multihandicappea child for whom a 
visual aid (including strong glasses) has been 
prescribed is referred to this source for specific 
information. * < 

A few basic, facts about visual aids commonly * 
'lised may be l^clpfuL Spectacle aids have a set 
working distance which is closer Jo the eye than, 
normal. Only at this close distance will material be 
• in focus. Hand ^magnifiers must be held between 
the eye and the object to be effective. The largest 
image is obtained at the maximum distance that . 
will allow 'a sharp focus on the- material. Stand 
magnifiers that rest w the page require a relatively 
normal working distance'. Children with certain 
strong reading lense? may not be^ble ionise tfiem. 
Telescopic devices n^ay be used for distance vision,, 
such as for viewing the blackboard, but the fiehJ is 
restricted and the child may subseql^ently los.e hjs 
or her pl^ce eafrily. - 

Sources of opti'cal aids, accessory " equipment 
(e.g., lamps, reading stands, and so forth), edUjCa- 
tiofl and reference material, as well as the addresses 
6f suppliers are included in Appemli)^ C of Dr. 
^ Faye's text. ^ 



ERLC 



7b 



References 

Alstrom, C. H., and others. ^'Retinal Degeneration 
Combined with Obesity, Diabetes Mellitus, and 
Neurogenous Deafness," A\ ta Psychiatrica Neu- 
rological Sc andinavica, Vol 34 (Suppl.) (1959), 

\ 1-35. 

Bertelsen, ?. I. "The Premature Synostosis of the 
Cranial Sutures," Acta Ophthalmologica, Vol. . 
51 (Suppl.) ( 1958). 

Burn, R. A. ^'Deafness and the Laurence-Moon- 
Biedl Syndrome," British Journal of Ophthal- 
molog\\yo\ 34 (1950), 65-88, 

Cherry, P M. ^^Usher's fyndrome," Annals of 
Ophthalmology, Vol. 5 (1973), 743-52. 

Cockayne. E. A. "Dwarfism with Retinal Atrophy 
and Deafness," Archives of Disease in Child- 
hood, Vol^ 1 1 (1936), 1 8 

Cooper, L. Z,, and.others "Rubella -CHnical Mani- 
festations and Management," American Journal 
of Diseases, of Children. Vol 118 (1969), 
18-29.' 

Dorfnian, A , and R. Matalon. '^Th$ Mucopoly- 
saccharidoses," m The Metabolic Bdsis *of 
Inherited Disease hdited by J. B. Stanbury, J. 
B. Wyngaarden, and D. S. Frednckson. New 
York McGraw-Hill Book Co , Inc., 1972. 

Dunn, L M : and J. 0. Smith. Peahody Language 
Development Kit Circle Pines, Minnesota: 
American Guidance Service, 1965 

Myopia and Intelleciual Impairment in an Amish 
Family, a New Syndfeme of Hereditary Deaf- 
ness," Archives of Otolaryngology. Vol. 88 ' 
" (1968), 49-54. 

Faye, E. E The Low-Vision Patient New-York:^ 
Grune & Stratton, Inc., 1 970. 

Ficociello, C. Manual for Visual Assessment Kit 
Unpublished manuscript, 1974. Available from 
the South Cerftral Regional Center for Services 
to Deaf-Blind ( hildren, Dallas, Texas. 

Flynn, P., and R. B. Aird. "A Neuroectod^ro^- 
Syndrojne of Dominant Inheritance," Journal of 
the Neurological Sciences, Vol. 2 (1965), 
16F--82. 

Fonda, G. Management' of the JPatient with Sub- 
normal Vision (Second edition). St. Louis C V 
. ^.Mnsby.CiL, 1970 ' , 
, Genetic and Metabolic Eye Disease Edited by M 
F.iGoldberg. Boston Little, Bro^n & Co., 1974 
Holmes, L B., and (\ Schepens. "Syndrome of 
Qcular and Facial Anomalies, Tele^canthus^and 
Deafness," Journal oj Pediatrics.yol HI ( 1 972 ), 
552 55. ' ^ ' 



Konigsmark, R. W., and others. ^'Dominant Con- 
genital Deafne'ss and Progressive Optic 
Atrophy-Occurrence in Four Generations of a 
Family," Archives of Ophthalmology. Vol. '$1 
(1974),99--I03. • ^ 

Lawson, L. J., arid J. G. Schoofs. "A Technique for 
Visual Appraisal of Mentally Retarded Chil- 
4fen," Americarr-Journal of - Ophthalmology, 
Vol. 72 (1971), 622-24. 

Lippmann, 0. **Vision of Young ^Children/' 
Archives of Ophthalmology. Vol. 8-1 (1969), 
763. - ^ 

Marshall, D. "EctoJefmal Dipplasia:, Report of a 
Kindred with Ocular Abnormalities and Hearing 
Defect," American^ Journal of Ophthalmology, 
Vol. 45 (1958), 143-56. 

Roberts, C. }. "Visual Handicaps in Congenitally 
" Deaf Children," Developmental Medicirte and 
Qiild Neurology. Vol. 12 (1970), 32-35. 

Roberts, F. R. The Educator's Assessment of 
Visual Functioning Paper presented at the 
National Seminar on Medical and Educational 
Inforn^ation. 

Rosenberg, R. N., and A, Chutorian. "Familial 
Opticoacoustic Nerve Degeneration and Poly- 
neuropathy," Neurology. ,Vol. 17 (1967), 

827-32. 

Scheie, H. G., and D. M. Albert. Adler's Textbook 
of Ophthalmology (Eighth edition). Philadel- 

Seleny JF. L., and M. Streczyn. *^Noise Characteris- 
tics in the Baby Compartment of Incubators,'' 
American Journal of Diseases of Children. Vol| 
117 (1969), 445. 

Sheridan, M. "Vision Screening of Very Young 
Handicap"ped Children," British Medical Jou 
Vol. £(1960), 453. 

Sheridan, M. "STYCAR Tests," British Orthoptics 
yourwfl/. VoL 20(1963), 32. 
^ Sheridan, M. D. Manual for the STYCAR Vision 
Tests (Screening Tests for Young Children and 
Retardates) Berks. England: NFER Pu+jlishing 
Cq., Liniited, 1969. 

Steinberg, D. 'phytanic Acid Storage Disease: 
Refsum's Syndrome," in The Metabolic Basis of 
Inherited Disease^dited by J. B. Stanbury, J. 
B. Wyngaarden, and D.. S. Fredrickson, New 
York McGraw-Hill Book Co., Inc., 1972. ^ 

Steinberg, D., and others. 'Phytanic Acid in 
Patients with Refsurn's Syndrome and Response 
to Dietary Treatment," Archives of Internal 
Medicine^Yol -125(19101 15 87. ^ 



ERLC 



70 



79 



Tunbridge, R. E., and R. G, Paley. "Primary 0|)tic 
Atrophy in Diabetes Mellitus," Diabetes, Vol. 5 
(1956), 295-96. • \ ' 

Vemon, M. "Usher's Syndrome-Deafness aild Pp- 
gressive Blindness," Journal of Chronic Diseases, 
Vol. 22(1969), 133-51. ^* 

von Noorden, G. K., and A. E. Maumenee. "Clini- 
cal Observation on Stimulus Deprivation AmWy- 
opia,"* American Journal of Ophthalmology, 
VoL6S(1968), 22. 



von Noorden, G. K., and A. E.'Maumenee. Atlas of 
Strabismus (Second edition). St. Louis: C. V. 
MosbyCo., 1973. 

Warburg, M. "Norrie's Disease,^' Acta Ophthalmol- 
ogica, Vol.41 (1963), 134. 

Weiher, G. "An Annotated Bibliography on tow ' 
Vision," Unpublished manuscript, 1.973. A^il- 

' able fmm Randall. T. Jose, O.D., Low Vfsion 
Center, Center for the Blind, Thirty-Sixth and 
Lancaster Ave., Philadelphia, PA 19104. 



6—75853 



71 



ERIC 



Vocabulary of Terms Relating to the/Eye^ 



Accommodanon -Th^ adjustment of the eye for 

• seeing at different distances, accomplishfed by^ 
' changing the shape of - the crystalline fens 

through action of the ciliary muscle/ thus , , 
focusing a clear image on Ihe retma. . 

Albinism- kn hereditary loss of pigment in the iris, 
skin, and hair,, usually associated with lowered 
visual acuity, nystagmus aod photophobia and 
often accompanied by refractive errors. ,^ , 

,4 mW>^op/a- Dimness of vision 'without any ap-^ 
parent disease of the^eye. , 

Arfiblyopna Ex Anopsia Dimness of vision due to' 
disuse of the eye. . . / « 

Ametropia A refractive 'error -in w^hich th<? eye 
when in a state of rest does not foc^.^ the image 
of an object upon the- retina, includes hyperopia, 
r^yopia/an« astigmatism. See Retractive erxor 

4mr/c//a-Congenital.absent-e of the iris. ^ 

Aniseikonia- k condition in wh'ich the ocular 
image of an object as seen by one eye differs in- - 
size or shape from that seen t>y Jthe other eye. 

^Anophthalmos^Ab^^Vi^^ of a true eyeball. 
Anterior chamber-Sp^cc in the front of the eye, 
^bounded in front .by ^tht cornea and behind by 

* the ins; tilled with aqueous.' ^ • ^ , 
A phakia - Absence^ Ot m Imrcrt^^threye - ^ > 
Aqueous C\t'^ir. watery nujd which fiUs tlH?«an"^ 

tejior and pDstefior chambers within the fPont 
part of the eye, * ^* - 

Asthenopia Fyc fatigue 'caused by tifing of the 
- 'internal or^^xternal mOscks, 
. .45/7^ma//5A^z - Refractive error which prevents the 
' light fays /rom coming to a single focus oh the 
retina because of different degrees of refraction, 
in the various meridians' of the eye. \ 
Binocular n5/r;/z - The' abilify to use the two eyes 
\ simultaneously to focus-on the same object and 
to fuse the two images into a single imagenMhich 
> gives a correct interpretation of its sohdfty 9nd 

Its position in space ^ 
' Blepharitis Inriammation of the margin of the 
eyelids. 

Blindness In the United States, the legal definition 
of blindness is, central visual acuity of 20/200 
or less \n the better eye after i correction; or 

"^Xocabulary ot Tcmn Relating to pie Eyes Ncu York National 
Society for the Prevention Khndncss. Inc 19^2 



visual acuity of mpre than 2P/200 if ^lere i^ a. 
field defect i)i Whfth the widest diameter of the 
visual* field, subtends an angle distance no greater • 
than 20 degrees. Some stafte include up to 30 
degrees. ^ , ^ 

Buphthalmos^LdiXgt eyeball in infaiTts^generall>»^ 

due to secondary glaucoma. 
C CC (Cum correction)^ With correction, wearing 

prescribed lenses. ' ' ^ • " ' 

Canal of Schlemm-A circular canal situated at the 
juncture of the sclera and cornea through which 
'the aqueous is excreted af^ *t has cijculated 
Between -the lens and-4he ins and between the 
iris and the cornea, ^ 
Canthus-The angle at either end of the slit 
between the eyelids; specified as ; outer, or. 
. temporal, and inner, oi; nasal, * ^ 

Cataratt-k condition in which the crystalline len^ " 
of the eye^ or its capsule, or both, be^^ome 
opaque, with conseqyent loss of visual acuity. 
Central visual acuity- kh\\\iy of the e^e to perceive ^ 
ttje shape of objects in the direct line of vision. 
C7ja/a2/o^?-InflainmatOFy enlargement of a meibo- 

mian'gland in^heeyelid, ' ^ - 

07or4>re//>?///5-InfTammatton'of the .choroid and 
' retina. * ^ 

furnishes nourishmefit to the other -parts of the\ 
eyeball.* , . 
Cyio'roz6?///5-Inflam»ation of t^choroid. - 

Ciliary 6od>^-Portion of the yaseular coat between 
" the ins and the choroid, t^onstets of ciHary 

processes and the ciliary mus^. (See Uvea,) 
Colobonh~^or\g<dn\id\ cleft due tQ the failure of ^ 
the eye tb complete growth la the part^ffected.^ 
:Co/q/ i^//ae/ic>^- Diminished ability .i^J|eroeive^ 
ditferences m color-^usyally for r^ or gr^en, 
n-arely fjl^ blue or yellow. 
Concave lens-Lens having the power to diverge 
• parallel rays of light, also known as .diverging, 
. - reducing, negative, myopic, or minus lens, de- 

. noteia by-th€ sign ^ * 
. Cones and rods Two kinds of cells whilUi form a 
layer of the retina and act as light-receiving 
media Cone^* are concerned with visual acuity 
;jnd calor discrimination, rods, with motion and 
visioi at low deigrees of illumination (night, 
visioiV). ' ' ^\ ' * .'rv. 
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Cortgem/aZ-Present at birth. 

Conj'unctim-Mucous rnembrane which lines tfte 
. eyelids and covers the front part of the eyeball. 

Conjunctivitis-Inflammation of the conjunctiva. • 

Contact 6t corneal lemes-Ltmts so constructed 
\that they fit directly on the eyeball; used for thp 
correction of vision in cases having 'a cfone- 
shaped cornea and for cosmetic reasons. Cornell 
lenses are also used aftel^ cataract (lens) extrac- 
tion to replace the. lens* removed from the eye. 
They provide less %^tort"ion and image size 
difference frerfl the other eye than spectacles 
would. - 

Cor\vergehce—T\\t process oT directing the visuaL 
/ axes of the two eyes to a near point, with the 

result that the 4)upils of the two eyes are close? ^ 

toge'ther. The eyes are turned inward. 

Co\ivex kns-Ltns having power to converge par- 
allel rays of^light and to bring "them to a focus; 
also known- as converging, magnifying, hyper- 
opic, or plus lens, denoted by ^gn^. 

Cornea-Clear,' transparent portion of ^ the outer 
coat of eyeball forming front of aqueous cham- 
ber. 

Corneal ^a/r-Operalion to restore .vision by re- 
" placing a section of opaque corn^ with trans- ♦ 
parent €ornea. 

Cr>^5/^///«e-^e«*— A-tFaftspaFeTM:'^-e<*l0Fless^>ody*«us--' 
{jended in the front o( the eyfeball, between the 
aqueous and the vitreous the function ot which ^ 
is to brihg the rays of light to a focus on tlie ' 
retina. " . - * *♦ ^' . 

lCvc//7/5-Inflamniation of the ciliary body. 

Cycloptegic-\ drug that temporal^ puts the 

ciliary muscfe at rest and dilates thf pupil; often - 
^ used to ascertain the error of refraction. 

Cylindrical lens- A segment of a cylinder, the 
refractive po^wer .bf which varies in differer^t 
meridians; used in the correction of astigmatism. . 

Z)acr^oc>^5////5- Inflammation of laerimal sac. 

Dark adaptwtion—lht ^biJity <^f the retma, and 
pupiLlo adjust to a dim light. 

Depth perception~Tht ability jo perceive the « 
y solidity of objects 3^d their relative position in 

spal^. * / . / 

Diopfer-Unn:^ of measui^meTit of strength or ' 

refractive pc^er of len/es. 

Oiplopia-Tht seeing oTfene object as two. 



Duction-A stem jword .uWd with prefix io 
, describe tlie\;tui:i1ing or rotation of thq eyeball 
(abduction-^tuming out, adduction-turning in). 

Dyslejxtd0tn^h'^ity to readSvhich is apparently due 
""Wa neurological problem. 

• Ectropion- An eversion or taming inside out of the 
eyelid. . . ' ' - . 

Emmetropia-TYit refrac'tiVe condition of the nor- 
mal eye. When the^e is -at reft, the image of 
distant objects is brought to a focUs on the 
retina. ^ 

Endophthaimitis-ls\f\zit\mztion *of most of tixe 
internal tissues of the eyeball. , - 

Entropion— A turning inward of the eyelid.^ 

Enucleation~Comx>\ttt surgical removal of the 
eyeball. 

Esophoria—A tendency oittie.eye to turn inward. 

Esotropia-A manifest tuilmg-inward of the eye 
(convergent strabismus or crossed ^eVe). 

ExophQjda-A tend^cy of, the eye fo. turn out- 
war(lr 

Exophthabnos— Abnormal protrusion of the eye- 
ball. • J^^ ' . 

Exotropia- Ahnovmz\ turning .outward from 
* ijose of one or both ey^s (divergent strabismus). 

which move the eyebalh Each eye has^fOur 
^ rectus- and two oblique muscles. 

Eye dominance- jQndQncy of one eye to assume 
Ihe major function of seeing, being assisted by 
the less dominant eye. • 

, Eye grounds-S^Q Fundus'. * . " 

^ Field of vision—The entire area which can be seen 
without shifting tUe gaze. ^ * 

F/oa/m-Small- particles consisting of cells or 
fibrin which movenn the vitreotis. 

Focus-?oint to which, rays are converged after 
passing 'tnroiitgh a lens; focal distance is the 
^listance rays travel after refractipn before focus 
is reached. 

Fornix— A loose fold of. the xoiljunctiva where the 
. part covering the eyeball meets the conjunctiva 
lining of the eyelid. ~ - 

/'Ovea-Small depression in the retina at the back 
of the 'eye; the part of tfte macula adapted for 
nKJst aeute vision. * , 



n - > 

fundus-The back of th^^'e Vhich c^^nf seen 
Avith an ophthalmoscope. 
i fusion'-Tht power ef coordinating the images 
. received by two^eyes into a single meqta^ 
image. ' ^ ^ ' > ' ^ 

GZflwcQm(|;-Increased\ Assure inside ^he eye; 

^'hardfemiif of thejS^eball," caused by accumula- 
' tion of aqueous fluid ih the front portion. 

G//o/na-Mah^ant''tumor!pf -the retina. ^ - 

Cp^/o5cope-A'magnifying device used in combina^ 
/ tfon with strone^llumia^tien and a contact glass- 
for examining ,fi|e angle of the anteriot diaraber. 



tlemianbpsia-Bhnj^Qss of one-half of the' field of 
Vivien x)f oneVr both . ' * , 

HetetophoriO'A constant tendency of the^eyes^to 

"deviate from the' norm* position for binocular . 
• 'fixation, countepbalanced by simiMan^us\Gxa- 
^ tion forced by muscular effort (prompted by^e 
'' .desire for single bmocular^ision). Devi^ion ^ 
^ ^ol usualty apiArent, in which case'it is said to 
> beJatent. ^. 

//erero/rop/a-An-obvip^B} prm^nifest deviation of 
.W visual axis oran eye^ of affgnment wftji 
rfV the other eye. S^n. cross-}mftrabtsntus » ^ 
Tlydrophthalmus^ ( dongemtal glaucoma)^ A rar^ 
cqt^enitai defect in which th^ eyeball is abnor-/ 
^ mally large./Iris present* at birth * or d^elops' 
- \arly in infancy'. ' . '^j^ 

HvperoDia, HypermetropJ^^'A refractive- error in 
.Which, becajtee the eyebalb^ shoijf: or the 
^ refractive pcwer 6f the lens ^al 
focus for .rays of^^Hght ffom a 



. 7r/5-Colorej^>^circular -menjbrane, suspend^^be- 
^ hind the cornea and immediately in front of the 
W lens. The .irhP regulated the'^^mount of light 
entering the ef e by changing 'the size of the 

pupil: . ^ . . . 

/n7/5-Inflammation^of the iris; Jhe* condition is 
raarkeJ by pain^ inflammation-, 'discomfort from 
light, contraction of pupil, discoloration of iris. • 
^> It may be caused 'by injury, syphilis, rheuma- 
tism^ gonorrhea, tuberculosis, and so forth. • 
Ishihara Gohr Plates^A test for defects in recog- 
- ■ -Aiting colors, based on%he- ability ^ trace 
A patterns inS se'ries of multicolor? d charts. " 

Jaeger Test- A test for n^ar .vision; lines of reading 
^ .matter' {*inted^ In 'a series of various sizes pf 

\' ^ype. - ■ / f- . , ' 

'A:^arir/5- Inflammation of the cornea /frequently* ; 
. classTfiB as to type of inflammatioii and ISyers - 
' of cornea affect^'d'as '^mterstitial" keratitis or ^ 

■•"phlyctenular*' k^atitis. ' ; . ^' . 

/:erafoco/i£^7torie-shaped deformity ^the cornea. 
^ K^mtoplasfy-Se^ Corneal graft. . 
^ Lacriffml gland- A gland which secretes tf ars: itTifes • ' 
in-the outer angle of the oi'bi^ 



or 

^-^ak, the point of 
distant' objeci^ 



Lacrimal 5fl?-The diluted upper end of the lacrimal 

duct. « ■ ' < © ' f..^ , 
Lacrirnatiori-?toduci\6h of teaig. ♦ 
^Lag^phtfralmos-A "eonditio^n i'Sn which the lids 
cannot be'c#mpletely closed. , ^ 

f^^^s-A. re(^ctive medium, ha vftig one or both 
^surfaces curved. - * • - 



;par:ile'r^.-gi.7;a;;) TbeS thTTeUnaVVHT^. S ^ fdaftation 'lY^^ power .of the e>^ to adjust 

accommodate^ to increase th^feMctive power , «elf to vanat.onS mjhe amount of light - 

of the lens is necessary ^of d.isiant as w^H ^s na^r - ■ 
Vision - - 



*^Sig}xt per(:ep//o«i-{L;F,),^bility to^sjin|uish light 
. . , . . from.dark. I ' V * ■ - 

" ^ / Q^*L//«fct/l-'B(?U;idar^* between com^ 

Low. Vision a/cft-Optical devicfes of vari&us types 
* usefuU'o pefsom with vision impairment. 
'^'jW£rc^p/2//w/mo5--*AbHOrmairir large eyeball/result-^ 
bijection^ 'A term .Sometimes u^ed^fo fnean conges- ^ ing'chie.flyifro^i infantile-glaucoma. ^, '"^ * 
• tion of ciharV.or-tonjyncHiv^l bloodrve^K ^hfaculd lu.teq^'th^ small area of the^ retirfavtfhat 
\.^^ '^^^c.u..^..^r V " ^ surrowids the^ fovea ^nd" with tl\e fovea^com-^ 

i^tayer prises-the ar^ of.di^inct visiofi. Syn. yelloy^; 

^Pi>^' • ^ * . 

^/egaro;^/2a/mp5-AbnQrjBvaHy lal^e eyeball pre- 
* sent at birth (coi\^nital^ 



Hyperphoria-^ tendency of^one eye t0^deviat^ 

lipwjjtrd'f . ■ V V 

Hypertropui'^A deviation upwaj^ of one of Jhe 
visual axes. * ' : / ' 

^ > m 

^ ^ r ^^onjvncHiv^j 

jedni^of the'ey^i 
(nt&stim A:ei7//<7/5 -Affectioiy of the mid^tayer 
of the'-cOlfoer. disease, foun^chiefly^ in cliildren 
and young adults, i%,usually caused by trahsipis- 
sidn oQlTphilii/from^m^th^' to unborn child. ^ 

ri JotK^'^'^-- 1" f^^"^Witj on of.thejris and oiliary 
; body, ^ > - ,^ ' ' " ' . 
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AiicrijfHtkalma s-^A^ ^bnoTm&W smalt eyeball pr^^^ . 
^s^t.^t birth^j^^lRnital). ^ 2' ^ # ^ 
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Microscopic ghMes- M^'gnif y ing lenses arranged on 
the i)rinciple of a microscope, occasionally 
prescribed for persons with vary poor vision. 

Miotic- X drug that causes the pupil to contract.^* 

, Mydriati<i-k drug^hat dilates the pupif. 

Jl/yopii— Nears^ghtedn^S. A refractive error in 

which, because the eyeb^ is too U)hg in relation ^ 
" to its focusing power,Hhe point of fociis for rays^ 

of light'ft-Dm distanjt objects tparaUel li^VrayiO 
* is in front of the retin^ iRfus, to jpbtaih distinct 

vision, the dlfcect. must be brought nearer to take ' 
n advantage of^ivergent fight rays (those from * 

objectsless than twenty feet away). 

I)fear point of accjfjmmodation''^rh^ nearest poirrt * 

at which th^ eye cap^perceive an objecfdis- 
' tinctly. It varies according to the power of 
, accommodation. ^ . , 

Near poiht of * tonvergence^-'ThQ' ri^^f^st ^single 
pomt at which* the ^(jo eyes car^ direct their- 
visual Imes, ^fcrmally ajbouf three, mches from., 
the ^yes in yoWig peopled ^ 

Near .fw/oft^The ability to perceive distinctly * 
objects^ at normal rfaflShg'idistance, or about 
fourteen inches from th^ eyes. 

Night W/>id«e55-A>conditiorf in which the ^"ght is - 
" good by day^but. deficient atinight and in faint 
light. ^ ■ ^. . , . 

Nystagmus- Au inv^luntac/, rapid' movefnent of ' 

tlje ^eyeball; it may be lateral, vertical, rotary, or 
* mixed. » . , 

Oculistor ophtluLlmologist-k physician-an M.Dl- . 

• , who specializes in diagrrosis * and treatment of . 

delects and Idisqases of the ey^e, performing sur.- • 
gery vwhen Necessary or pr^eribmg other^pes * 
✓ of treatment, ifitludihg iksses. i 

Ocuius dexter fO t) j^km^i eye.'* ^ ' . '* 

Ocuius sinister (0 5 )~ L^ft eye. * . ■ 

Ocuius utei^e (0 U )- Both eyes. 

Inflahimation of the eye or of the 

• conjunG^iva. 

.Ophthalmia neonatondm- An acyte, f^nUent con- 
junctivitis in the TOwborn-; (for coni»i!tiurp9&es, • 

^/it is sometimes legally defineid aswan-inflameit - 
or dischargihg eye in a newtorn baby under two 

' .w^eksJO."^. V;* ' 

Ophthalmologist or oculist-StQ Oculist. . / 

' Ophthalmoscope^ An instrument used in e^amip-'* 
ijOgfhe^interior of tf\e eye.'tt' ^ 



Optic a7rop/i>'~ Degeneration of th^? neWe tissue 
which cSmis^messag^s ^owthe retina to the 
brain. ^ ' ' r* t 

Optic dhiasm-Th^ crossing of the fibers' of Jhe' 
optic nerves on the low^ surface of tKe brain.' 

Optic dw/:-Hea4 of the opfic; nerve in the eyebaU. 

Optician-Ont Avho ^grinds lenses, fijs them 'into 
frames, and ad^sts the frames to the wearer.. 

Optic n/rve—Tht special nerve of the sense*of sight 
which carries messages from the retina to the 
' brain. • * 

*v ^ 

Optic «ewr/Y/5-Inflammation of the optic nerve. 

Optometrist— A licensed, ndfimedical jiractitioner, 
me^ures refractive errors— that is, irregularities 
in the size or shape of the eyebalhor' surface of 
the c6mea-and'eye mtiscle disturbances. In his 
or her treatp^nt^ the optonietrist uses glasses, 
prisms, and exercises only. * - 

Orthoptic /ra/mw^- Series of scientifically pj^nned 
exerqises for devefoping or restoring the- normal 
■ ^eamwork of the eyes. 

Orthpptist-Ont who provides orthoptip 'training. 

Pa/p^/?ra/7-Pertainipg'tp the eyeHd. • / 

ftz««i/^Invasion "bf the cornea by infiltration of 
* lymph and formation of new blood-vessels.* 

Partially seeing child— Vox educational* purposes, a 
partially seeing child is.qrte who has a visual^ 
-acuity of'20y70 or less in,the better eye, after the 
best possible "correction, and who can use vision 
as'his or IjefTchief dhann^l of learning. 

Perimeter- Aji instrument fot^ measuring the field 
of vision. 

♦ ' • ,<» ^ 

Peripheral vision- MnYiXy to^ perceive the presence^ 
.motion, ox cojor c|f bbject^ o\>(^3e ot the direct 



line of vision/-'" 
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Phlyctenular keratitis-^A variety xrf Tceratitis^ha-r- 
afferjfed Ijy th*e formation of pustules or pap- 
ules* <yi the cornea;- usually occurs in young 
children and may be caused by poor- nutrition. 
Many f^hysifiii^ believe it to be a tubefcular 
condition. 

Phoria-^A root word^Lenoting a latent deviation in 
J which the eyes h^ve^a constaqt tendency fp^m 
' from (he nohnajj^positlon fbr binocular vision', 
^ use'dr with a pi^efix t9 JndtMte the direction Of 
such* ?deviatitm (hyp^lWioria, esophoria^ exo- 
■ phoria). ; : , . . 

Photophgiia- AbnCfrmdil sensitivity to and discom- 
fort irmi light. '\ 



?feop/ic5-A.method'of treating amblyopia through 
the use of instruments which restbre fixation to 
the fovea by direct stimulation or by the^produc- 
tion ana correct localization ^)f after-images. 

Posterior chamber-Sp^c^ between the back of the 
iris and. the front of the leiis; filled^ with, 
aqueous, 

Presbyppia-A gradual lessening 'of the power oiF 
accommodftiorv due to k physiological change • 
Vhich becomes noticeable after the age of forty/ 

prostfiesis- An artificial substitute for a missing eye^ 
(or other miissing par^f the body). 

^eudoisochromatic charts-charts with colored ' 
dots of various hues and* shades • indicating . 
numbers, letters or pattems/used for testing 
color discrimination. 

Pterygium- A triangular fold of growing' imembratie 
v/h^ may extend toward the cornea on the 
\vhite^'of the ^ye^ H occurs, most frequei]tiy in 
persons exposed to dust or wind, % . ' i 

Ptosis- A paralytic drooping of the upper eyelid. 

Refract ion -{X) devia?ion in the course of rays of** 
light in passing from"^ one transHarfnt medium^ ^ 
into another of different density; and (2ydete^^ 

♦ ^minatioh or refractive errors of the eye and 
correctiort'by glasses. 

Refractive error- A defect iiWhe eye that pifvents 
* light rays from being broughrto a single focus 
exactly on the retina. ' ' • ' 

Refractive media-Tht transparent' parts of the eye - 
^ having refractive power; cornea, aqueous, lens, 
" and vitreous. ' ^ 

Ke tina- trxsi^rmosi coat of the eye, .formed of 
.sensitive, nerve fibei;^ and connected With the ' 
; optic netve. * . . . / ^ [ ; 

Retinal detuchment-A separation of the retina , 
".from the^ choroid. 

/?erw/wf-^ Inflammation of the retina. ' 
Retinitis pigmentosa- Ar\^\\tr€di^iaxy degeneration. 

and atrophy .ofc»4he retina. There is usually 
^^isplac^d' pigment * \ 

RetinobktStoma^Tht most ^ conjmon malignant 

intraocular tumor of childho6d occurs usually , 

under age five. It. is pjobably always congenital. 

(FormerlyvkKcfWn dj^ioma). ^ • 

Retinopathy^- A disk^st of the^ retina, due to 

various causes; ^ 
Retinosdope-rAn instrument for ,-determining the 
refractive state .of th^^vj^e by observing the . 




%^ movements of lights and shadpws across the 
pupil by the light thrown onto the retina from a 
moving mirror. . . • 

Retrolental fibroplasia- A disease of the retina in 
which a mass of scar tissue forms on back of the 
lens of the eye. Both eyes ai3i affected in most 
cases and it occurs chiefly in infante bom 

• p/ematurely who receive excessive oxjcgei^ 

Rods and cbnes—S^Q Cones and rods. 

5. SC (Sine cQrrection)-^V/ithout correction; that 
is,jn6t-wea/ing glasses. 

'* Safety glasses-Impact resistant; availablelwith or 
withdqt visual correction for workshop Or s.treet 
wear protection, for both adults.and children. 

Sciera-V^ white part of the IVe-a tough covering 
which, with the cornea, forms the externjQ, 
protective coat of the eye. 

5c/en7/5-InflammatWn of the salera. 
Scotama-A blind or partfally blind area in the 
visual fiel4. 

Slit /awp-Pr6vides a nanow beam of strong light; 
often used iwUlTa cornea! mJcr"o§tbpe fbrexam- 
inatiori of the front portions of the eye.. 

^ Snellen Chart-Ditd for testing. central visual acu- 
; ' ity. It consists of Unes of letters, nurhbers or 
symbols in graded' sizes drawn to Snellen mea- 
suremenls. Each size is labeled ^ith'the distance 
at which it can be read by the nornial eye. Most 
often used^r testin&^vision at dista'nce of 20 
^ feet. ~ ' 

.Spherical Jens-^ffxiQitt of a sphere refracting rays 
of light equally in all mferidians. ^ , 

-Stereoscopic -w5jfo/2— AbiUty to perceive reldtS^, 
^ position of objects in space withbut such cuj^aiS;: 
/ shadow, size, and Werl^pping. 

Sfrqbismus-^uint; failure of the' two. eyes simul- 
laneSusly to direct their gaze at the &ame object 
because of muscle imbalance. 

^4fephosymbolia-A disorder' of perception in 
wliich objects seem^ revetsec} as in a mirror. A 
rea^ng difficCilty inconsistent with a child^s 
general intelligence ^beginning with confusion 
between similar but oppositely oriented letters, 
Xb-d, q-p) and a tendency to revefijb direction in 
reading. - . ^ , 

■ Stye- Acwtl inflammation of a sebacefus gland in 
the margiiT of the eyelid, due to infection and 
usually* resulting in fhe formation of pus.^ 



4r 

Sympathetic ophthalmitis-lnfhmmdition of one 
eye due to an infection in l^he other eye. ^ , 

Synechia- Adhesion, usually of the iiis to cornea 
or lens. ^ w,^..^ " 

Tangent screen A large btack^or gray cui'tain ^ 
supported by a framework on which the horma|p 
central field and blind spot have Been^Ughtiy 

. outlined. This instrument is used for measuring 
the central field of vision. . ' 

Tarsus-~ThQ fr^ework of connective tissue which 

gives shape to the eyelid. • ' ' ^ 

m ^ ^ 

Telescopic ^/a55e5-Magnifying spectacles founded 
on the principles of a telescope; occasionally 
^ prescribed for improving very poor vision which 
cannot be helped by ordinary glasses. 

Tension, Intraocular-Tht pressure or ten*ion*i)f 
the contents of the eyeball. 

Tonometer— An instrument for measuring pressure' 
insi^ the eye. - 

Trachoma- A form of infectious kerato-conjunc- 
jitt^**" ^^aused by-^ specific virus which in the 



chronic form produces severe scarring of the 
' eyelids, and cornea. ■ ^ 

Tropia-A root word denoting an obvious deviation * 
from normal pf the axis of the eyes (strabismus) 

* .used with a pfeTix to denote the* type'' of 
strabismus, as heterotropia, esotropia, exotr^ij^ia^ 

jTunnel vision (Gun-Barrel, Tubular}— ContTactiqn , 
of tire Visual field to such an extent^ that only'a 
small area of Central visual acuity remains, thus, 
giving the a-ffected individual the impression of 
looking through a tunnel. 

Uveal rr^7-Entire vascular coat of *the eyeball "t 
consists of tFl^iris, ciliary body, and choroid*. 

f/m7/5- Inflammation of uveal tract of the eye. ^ 

Vision-Tht art or faculty of se^^r^g; sighu 

Visual acuity ^Stt Central visual acuity. 

Visual purple— pigment in the outer layers of 
the retina. 

K/rreoa5~Transp^ent, colorless mass of sof^, gela- 
' tinous material filling the eyeball behind the 
lens. f '* ' ' 
Vitreous opacities—Stt Floaters. 



Pon|i 1 * J 

InfonnattoaHelpful to the O|phthalmoj[o^^ * ' 

, of tty Hearing and Visi|aUy Hancfi(j$p{>ed Child - ' 



Personal Data • . ^ , - * | ^ * . . n / , b , ^ 



Name: 



•Date of birth: 



Diagnosis known to edilcator: 
Ohjecti)ke Information . 



^Present classroom or learning^situation 



Difficulties -experienced by the child \n that situation ; 




r 



Is one eye turned ;n. or out at all times? 1 . . Yes No. 

Is one eye turned m or out intennittently,W when thpcW^ ........... Yes -No 

Have you noticed anything unusual abou/ how his or. her eyes look? / ^ Yes No 



If* so, please de<icri!ie. 



.Assessment of VisuaV'Filncti^ 





X 



\: Child blinks or moves w^^n ot>j€chs brought quickly toward his orJier eyes . • , ' • ^ , Yes^ No 



/ ' -2. Child responds to flashlight tu^ed^on: ; ' /. - • * ' ' / 
' - . • .In front of face * 1 i ...» 1' ... ; 



To^right 
. - •'. To left 



.Up . 

Down 




Yes No 



Yes No 
Yes * No 



. . Yes No 



o * 

ERIC 



Is the response in each cas^ consistent? ^ , . . . y. Yer No, 

* . ) , M ^ 

3. Child reaches for 3-inch (or stiite Size) 'balk or toys . mches^ . ' ^ . 0 ^ ^ 

^ ffom^s or her face. , ^ / . ' 



- ' * ' 1 

4. Is the response to objects (hem 3 above) the same for all fields? ClUck \ipper 



^« right, upper left Jower right, and lower left. (Right r^feK to the chi)^ , * • W 
righto Present the objects from behind the child to avoid clues frOTi 

your body or arm, ,*\ r . *. . . ' Yes 

5. Does the child track (follow with^i^d and/or eyes): . 

A balloon moved in his or her visual field? . ' .\ . . . . . ■ Yes No 

.Children's jjubbles*? .\. ^ Yes * No 

Life pavers ^n a string? f . .ff ....... j,. . Yes No ^ 

• ' ' ' , 1 ' • ' • - ' ^ % •■ ' » 

' 6. Does the child look jif.or .reach for objects in 'front of him or her?> . .' . . . .\ . . Yes No' 

• . 7.«Cari the chif(^ locate and pick up objects off the floof? 



. Snjall top? (3 incheA less) ; ^1 . .' . . ^ 



Yes No' 



M&l^? /.^ \ . Yes No 



1 

> 



• Raisins?' 1 * . ; • Yes No 

• ■ ' . ■ - , , , 

8. If three cardboard circles ar^resented, can the child match the two 

of' the sanjf color? /'.r. 1 Yes' ' No/ 



T * 



Smallest si^ circled the child can match 

Comment on any other similar visual functions whicli you have observed 
^ coj|isi^ently and repeatedly in this child. , ^ . ' 

' •' ^ ^' - ' 

* ' ' — ; ^ ' 



! ? — 7 ?-r — ' '■ ^ ' * ^ — 3-; 



" \Q. the child's behavior <;hanged rec ntly? . .V. Ye? No 

If yfes, please describe.. j ■* - J ' 



j. Does the child have (fifficutty with itne and/of gross motor fuTictions? 1 . Yes No. .v ^ 



1 2. Additional comntents which yoi^ feel thay be relevant to this child^s ^ ' • > / v ^ 

* . ^sual problem. • « " ' • * .-T ''-^/^ 
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• ^ . ^ ^ . ■ ■ Form 2 * r 

SuQimary of Ophthalmologist's Examination and Treatment , • , 

' forlncorporation in Educational Plan ,\ 

Dear Doctor: ' • * • ' . . ' ^ ^ 

Yourltssessment of tfm child's disease, treatment, and prognosis will be valuaWe in fiOlire educational 
placement and training. Answers to the brief questions bdow Would be most hllpful in formufafiiig the best 
possible educational pr9gram for this child. " . - " . ' ' ' , 

, ^ , ' ; ' .... 

I. Examination Results x - - 

A. Diagnosis: - ' * 

B. Distance visual acuity. . ' ^ • ^ 

C. Nearvisuaracuity ^ ^ 

D. Is'binocular vision and stereopsis present"? . • • * 
• ^ ' ** * ^ . ^ 

f 

U^. Treatment 

A. Medications prescribed and frequency: 
B Are glasses helpful? ^ 

) dontact lenses? • ' , 

1 ' ' ^ 

C. Should glasses be worn constantly? \ 

Only when reading? » 

Di Suggested classroom changes ► / . ' 

I, Seating location: 

r - 2 Dghting: . , ■ ' ' 

3. Large-print books: ,* ^ / / ' . / / ^» f 



E: Low-vision aid helpful? ^ ' , / 

■ ' . \ ■ ■ , 7 . ■ .. ' . - ■ . . - 

^ * • F.' If t)rjescribad^ how shoyrid low-vision . 

^TlL Prognoses - ^ . , . ' ^ .* ' * , 

' A.^ Stationary progressive visuaHoSs? . 

fB. Antifcjpated e;id vislfal result it diseSi^ is progressive^ ' . \ « 

, At wfiat ag6? • ' . ^ i ■ . > ' . . 

- ^ ^ "is AUfg ery a possibility i^ow or in the future? ^ j % - f 

. ' '"V V" ". •• ' * • 
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Abbreviations Commonly Used by Ophthalmologists 



th^> 



i4 or i4cr- Accommodation 
Ac or A/C- Anterior chamber 
b.Ld,-Tmce daily (used in reference to medication 
' dosage) 

BI orBO-B^se in or base out (of a prism) 
CF-Counts Tingers' usually recorded with*di%- 

tance; ^punted as a measure of visual aguity 
Z)-Dioptet (lens, strength) ^ 
£-Esophoria at distant point 
^fVEsophoria at near point. 14 mches 
£0.14-Extra^ular mi^scles , 
^£7- Esotropia, or manifest deviation of th^yes at 
o *^distance 

^7"- Esotropia at near point . * 

£f/i4 -Examination or evaUiation of an eye under 
anesthesia, commonly done, with small or unco- 
'operative children 

//-Hyperphona ^ 

//A/O-Hand jnotions only ^ ' ' 

^r-Hypertropia 

/i -1?eads Jaeger print No. I 

^^0-Light perception only, patient sees ofily Ji^ht 

NLP- Na light perception^absolute blindntss^- 

iVi*C-Near pomt or convergence 

OD, or I^E -Oculus dexter, fight eye , . * 

QS or I£-Ocu|us sinister, left eye 

OfZ-Oculi unitas, both eyes 

Pupillary distance separation of the' pupils in- 
millimeters * - ^ 

?5C-Postiii6r subcapsular tataract (referring to 
localization of lens opacity) ^ 

(7.^/. -Daily (used in reference to medication dos- 
age) * . <^ 



^./i. -Every hour (used in reference to medicatiwi 
dpsage) 

q.ld.-Four times ^aily (used in reference to 
medication dosage) 

^.o. J. -Every other (used in reference to 
medicatiorf dosage) * I 

/?IF-Retroldntal fibroplasia ^ ^ 

SLE-Slit lamro examination ^ 

:7>1 -Tension by applanation (referring to measure- 
ment of intraocular pressure by the applanation 
tonometer mc^nted on the sllf lamp, for detec- 
tion of glaucoma) ' , ^ 

-Three times daily (used in re/erence to 
medication dosage) 

/5- Intraocular pressure determined by t(ie Schiotz 
toi?ometer instead of by applanation for detec- 
tion of glaucoma 

V. -Visual acuity at distant poi^t (20 feet) 

or ^ -Near visual acuity (14 inches) 
Near 

5c- Without correction, referring to vision obtained 

without glasses 
_cc-Wjth cgoreilion, referring to visjpnJo^tainfid 
with^gl^sses ^ . • 

-Visual acuity, right eye (conventionally writ- 
ten on top); visual acuity, left eye (convention- 
ally \yritten below) . . , , 
A'-^xophoria at distant point (when Tixatlon i4*at% 

;2dfeeU^ ' > * . / s 

A' -Exophdria at near point (when^fix^tion at 14 
inched) • * • ^ ' " . 

AT-Exotropia at distanit point ' . - 

AT'^Exotropia at near point 



Clinical Evaluation 
of Deaf-Blind Children 

Ellidee D. Thomas, M.D. 
* , Associate Professor ofPediatrics, Child Study Center-; " ' ^ 

DepartmentV)f Institutions, Social and RehabiliUtive Services, University ofpklahoma Health Scienees Center 



Persons working with the deaf-blincl should keep 
in. mind that they are 'not- dealing^with >u« a 
visually-and'hearing-impaired patient, client, or stu- 
dent but -with a whole person. Patients have 
traditionally been looked at individually, and this 
has allowed for relatively easy* acceptancec and 
implementation of individualized,- prescriptive pro- 
gramnimg within the medical setting. 

Clinical evaluation can provjde a method d" 
looking at the total child both ipitially and in arr 

^ngolng program.^ This includes evaluation of the 
child's total health status, his or her developmental- 
educational l evels , and his or her family and sociaf 
^nvironment.^BbffUse 3II of^ these factors may 
significantly^ m^ct the child's response to an, 
educational program." evaluation and intervfentioi^* 
should be accomplished aS necessary. Any one of 

' these factors: may be significant enough to w»rant 
modification of the child's educational program. 
Such modification might be required on a continu- 
ing basis, avwith a severe cardiac involvement, or 
kit^rmiU€ntlyVaSin the case of cataract surgery qr 
arSmily cri^s. : ' ( 

The deat-blmd child is a family member and as 

" such shares its inherent strengths and wealcfies^es. 
, He or ihe is ajso a mepber of a community which 
may or may not have jesources available to meet 
his or her specific neeifs. Both' of these factors hiay 

^ directly affect educational planning for the child 

' .The-iffecfof the family will be/strong primarily in 
his or her early years, the eWect of the community 

: will be felt l^^^r. This means that specific ediica- 
tional,ptanning must take ioto.account both family 
community rtisources. * ' . ' 

Establishing a program, ke«pmg it npdated, and- 
"anticipatihg future* fleeds necessitat#lhe e^plora- 
jK>n» 'use, /and growth of community resources to 

- ^eet the child's emerging ^educational and social 



needs* Maintairiing the program requires a multi- . 
€^sciplinary team to gat^ier inforfnation within 
each respective field. , 
To be of vmaximum use, tftis information must 
be brought together. Jhis can be accomplished' by 
communication between the Various team .members 
who evaluate and w^rJc with the child. The child is 
better served if all those concerfied are aware of 
th£ .lgtfitd's problems%^nd have some understanding 
— of the^g nificagic c of th ose probbms. 

Tile Child Study Center 

The Child Study ^nter is a unit of the 
Department 6f Pediatrics, Oklahoma Children's 
Memorial Ho^pi0U University of'Oklahon^ Health 
Services Center. ^This^ medical center serves as a 
referral unit for children with'neurofogic^l, ^e;^el- . 
' opmental, an^ school problems. A multidisci^- / 
ary teamjs used evaluate eajh' child. 

The professional staff at the Child Study Center 
consists of ja child neurologist (the director), 
pediatrician, psychologist,^0cial worker, speech- 
language 'pathologist,^ tesuA^rs in the preschool , 
deaf-blind ' and learning disabilities progra'ms/ a 
part-tinie physical therapist, and a teacher's aide 
with Sign language ^sjj^ilis. In addition",' an ophflial- 
mologist, audiologist, music teacher, , and creative 
movenient cbnsuftant visit regularly. A psychiatrist, 
IS available for on-site* consultation when needed. 
Any other clinical consultation ^whfch seems 
needed (e.g., genetic, cardiology, endocrinology, 

' dental, and die|etic) is av^Jable, within the medical 
center. 4 > ^ - ^ 

\ Although the initial and ongoing evaluation 
modeJs presented here are t^ose used atthe^hitd*' 
3tudy (TenjLier, they would , be- replrc'able liPany^ 

* setting as' long as the individual.childand His or her 
specific 'problems are the fc^us of all program 
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planning. The entire approach' is child-problem 
oriented. The specific dispplines within the team 
may, vai;y from program to program depending 
on^ the staff avail^Jble. Optimally, medical, 
develoi5mental-educati6naI, and social-family as- 
pects would be represented. 

The Initia^ Evaluation 

J The following paragraphs will serve to describe 

\ ' the events that take | place during initial ahc^ 
^ ongoing evaluation. The initial evaluation can be 
organized into fairly distin9t steps: (a) family- 
social; (b^ medical; (c) educational-dev^lopm?fK;^l; 
' (d) Staffing; (e) interpretation;- and (f) follc^-up. 

Family^ocial Evaluation ^ 

, The family-social evaluatron represents one of ' 
th^ first contacts between, the family and the ChildWn 
Studjr Ctnter Both part^nts are requested to 
attend. The function of this is bitateral, the farnily 
learns something of us while we^earn about them. " 
. The first^ few mmutes^ are spent in conversaiion ^ 

* designed to put the ^family at ease and to allow 
them to asir^estions about the center and what 
tp expect. _ . / 

^ Althoug'h the occupation of the parents,^ the 
family income, and family composition are impor- 
tant, the family-social evaluation is designed to 
^elicit much more than routine information Back- 
grounds of the parents are explored in an effort to 
iinderstand them better as people as well as 
^ • parents. Relationships of the family members to 
eaeh other are explored Male-female roles, paren^ J 
tal roles, and sibling roles aje discussed.' An 
^ aUempt i^ made to determine how the parents see 
the efffi^t of the hanc^icapped child on siJ^lings^and- 
the feelings of siblings toward »the handicapped 
child. The parenfe' feelings .toward the handi- 
capped child ana toward each other may be 
expressed in thi$ initial interview, *al though these 
usually surface later as the family becomes more 
familiar with the staff, especially the social worker. 

At the cl6s^',of this first session, whjch ifSually 
lasts from one and one-half to^two hours, ^ ^ 
summary is disclissetl with the parents. The family 
often helps, to formulate tnis-summary, which *wiU 
b^ presented fb' the- staff along with fhe <;ocial 
^drker*s evaluation.^ For the ^ke j)f confiden- 
jU^lity, specifi<j details may not be ciTscyssed with 

* th^ whole staff. The social- wortcer, however, may 
] interpret the findings and preseitt an opinion as to 
'^^Ibeir effect on the family and the chijd. Although 
» (mich -inforrtiat^ph can be, obtained .during this 




initial ev^aluation,^ the findings caij only serve as a 
guide for beginning program plannkig. 
' At the end of the first session,\the/parents are 
also asked to state their ^'xpTCtations of the . 
'evaluation being done for theiir child and what they 
hope will result. Recommendations are not made 
at this time.- f 

Medical Evaluation . ^ 

> 

Each child teceives a general physical exan\ina- 
tibn. Since the Child Study. Center is a referral 
center, much' of the medical evaluation maf -have 
been done already, "^e^ecially laboratory work. 
Unless a need^is indicated, evaluation wofk already 
done will not be repeated but will be obtained 
from the primary physician and used in the total 
evaluation, in addition, ophthalmological, audio- 
logical, and otologic evaluations are completed 
routinely on the visually-and-hearing-impaired 
child. If further medical evaluations (e.g., suspected 
cardiac or dental or genetic problemsfare indicated, 
these are obtained as needed. * 

In the early yeats of evaluation of deaf-blind 
children, skull X-rays ai\d'electroencephalQg'ran;is 
(EEGsl were obtained routinely. However, oUr 
expenehce has been that the usefulness off these in 
terrnrof the yield of information was-tiot enough 
tV^arrant routine use.'They are now ordered only^ 
when clinically indicated. Skull films, for example, 
are ordered along with other tests if toxoplasmosis 
rs" suspected as an etiology because the presence of 
calcifications may be useful in helping establish the 
diagnosis (Miller,- Seaman, and Remington, 1967j. 
EEjGs are obtained if a seizu^^sorderls suspected. 

Because the primary fundHk of the Aild^tudy 
^C/ntfcj- jS' to cieal with develoSnental, educational, 
and neurological problems, a cOTnnlete neurological- 
developnteHtal evaluation iS donfcs.in every case. 
The neurological examinatic^n' included (\X.^ 
assessment of the child's, general orientation, .alert- 
ness, activity level, and spontaneity; (2) speech; (3) 
handedness, and, if appropriate, whether the child 
knows right and left, sides, directionality, and so 
forth; (4) cranial nerve function; (5) riiofor and 
reflex function; (6) cerebellar funx:kon:-(7)'extra- 
pyramidal function; (8) autonomic function; and 
f9) growth and developmental milestones. 

Evalifatiori to'deterrnine possible need for medl- 
catioiij is also done.' Some of these children have- 
already been given various medications (usUally^ 
without success) by thtfir prirpary physician prior\ 
to referral here. ThdimosJ frequent medicati6n ^ 
found by this clinic !k) be indicated is an anticon- 
vulsant. Indication for- medication for hyperactiv- 



. ity is infrequent. This may be due in pari to the 
'very young age of the child. If hyperactivity's 
present, the neurologist and the psychol6gTst may 
attempt to decide whether this behavior represents 
a medical or a behavioral problem. Counseling with 
the parents and working directly with tll^^ child are 
tried first. If medication lhcn*seems 'indicated, it 
will be tried in addition to the above prqgram. 



Educational Evaluation , » 

Educational evalujtioa ^s an exten^ve and inle- • 
gral part" of bur initial evaluation and becomes the 
key in outlining a program fCr thC' child. This part 
of the- evaluation is usually done by one of . the 
teachers, although in another setting it might be 
equally well dohe ;by another team membe* 
Assistance ts obtamed regularly from the psychoto^ 
gist, speech pathologist, and .physical, therapist. 
Any other staff member ma>| be called upon as 
needed. * 

Since the chjl'dren who are .averred as candidates 
for the deaf-blind program are usually three ^y ears 
of age or >aunger. deyelopmentdf levels are usually . 
assessed by observation rather tha-n by specific, 
psychological tests or the use 'of standardized 
' scales, pornial tests may be administered, however, 
at the discretion of the chief psychologist 

In addition to the notm^, chartmg^.and record- 
Sing of specific observationsr, a' videotape is nnadj^ ^ ' 
during the educational evaluation This videotape 
serves several purposes It can' be used during the 
staffing Session to demonstrate various points 
about the cHiild. It becomes a baseline^ for docu- 
mentation 'and a comparison for progress. The , 
videotape may be restudied as an aid prograrA 
planning and on occasion may be iiseful in picking j 
up something, missed during the i^al observation \^ 
and evaluation. For exaVnple, some aspj^ct of motor 
(J^^'velopment such as a particular way of using ink . - 
hands may not have Wen noted initially but may 
be obser^ii^ when reviewing the tape. 



leader. In another setting, any team member might 
serve as leader. The social worker, child psycholo- 
gist, program teal3Tiei7^nd speech and language 
"pathologist attend routinely. If appropriate, other 
members of the team, ^uch as the physical thera- 
pist jor le^arning disability teacher, may be asked to 
' attend, individuals In the community who are or 
--have been involved with ^ti^echild, such as teachers 
at the nursery school that me child attends or is 
expected to attend, may, with the parents' knowl- 
edge, participate in the staffing session. 

The compdnents'of this session are as follows: 

( 1 ) A review of ^all fhe information obtained to 
date presented by the person who -did the 
evaluation or an appropriate substitute. 

(2) Discussions_arrd recommendations. Although 
, dii;ected, this' is a relatively informal and 

free-fiowing- session."' Anyone present may 
give- input. Lively discussion and question- 
ing IS encouraged. However, an^ attempt is 
made to reach a group decision, p<irticulafly 
in regard to recommendations. However, the ^ 
various team members must^ ^remain pri- 
marily responsible for specific decisions 
within their own fields. 

(3) Feasibility ' r ^ ' 
If recommendalic^ is made that'the (^hild would 

' be appropriately served in the Oiild Study Center 
program', several factors are- considered. These 
include the specific needs of the child regarding' 
actual tTme-in tl>e '45rogram, staff availability, 
whether such' service seems realistic in view oKvhat 



Starring 

The -staffing session follows the mitial ^evaluatior^ 
of the .child aijd, the .family. A>^is session*team ^ 
mei!ibcrs analyS' and then s\ nlircsi/g.thc inforgia- 
tion, observations, measurements, and thoughts 
which have' been gathered during the' eviftuation 
•process.' Basically, this staffing session provides the 
closiH-e forlhc firsn pii^sugf fhe cvaination^prcicast^. 
and serves as an mstnmiAit tor program plaaning 

T'he^ staffing session is attended by memHl-rs of 
the staff and appropriate consultants Auhe ( hild. 
Study Center, a physicMan is usuaHy the team 
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ped ch^cTTen are very 
cooperative *i»1jnt«tiinding and programming for^ 
the child's toUl nfe^. In sqph'a t^ase if cTooperative - 
' program wimi an exchange of^ information is ^ 
iirrnrcod ".(t the Hrt(d/':m have oj^tmrum. benefit 
from both ij^ cooperative program is bften recom- 
jnentied to proviji^tb^diiW with this type of peer 
- group^ contact. ^ * , ' ' 

" Interpretation* ^ ^ 

During the st^ffiivg session, the decision is made, 
regarding which stdif member wiU do the interpre- 
tation, initially, this 'was done by the^ physician 
^)ne, hut after .a periixl of time we fec{)gni7ed 
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that a befter inlerpretatidn could be.^given if more 

staff members participated. Now it is usually done 

by the physician, the, social porker, ani- the 

teacher who participated in the initial evaliation. 

Both parents are ask^d to attend. All findings, the 

stafFsjnterpretation of the significance of findings! 

and recornmendations are discussed. The paVents 

are encouraged to* ask •questions. They are not* 

asked to make an immediate decision about a 

recommendatfon if they are at all hesitant.^ Instead, 

the parents are asked to take home a copy of the 

recommendations that have been made and' to 

• 

consider them. 

A positive approach muW Ire taken at the 
'interpretation session, and staff members must be 
holiest and .fair with the family in regard to their 
situation Special effort is made to expose the 
family to the child's strtrjngths as well as to the 
prpblems. We have seldom seen a child and family 
for wtiom nothing Could be done. The positive 
approach, emphasizing strengths^ ^ggest*> «,begin- 
ning a program' at the c-tiild's present levll 'of 
functioning i^nd biiilding op this with consecutive 
.and sequential st^ps. 

Parents often ask* for specific labeling, particu- 
larly^ with regard to retardation, and for prognosis. 
Attempt . IS n'fade to avoid 'this histea^ " the . 
prograpi is disvussed in, terms of short-range plans 
and possibly some long-term gSals. My experience 

-over the past tea 'years has been^ that /early, 
unequivocal typ^s of prediction almost invariably 
underestimate the -child's pot^tial Further, too 
early a prognosis, especially if it seems poor, may 
actually^handicap the child by reducing the likeh- 

'hood of adequate programming and by introilucing 
a negative expectancy factor. 

The "let's, start a.^program apd wait^^a^ sec'\ 
iittitude'.. however, ./ztj^iuw-ev not only, time^ for.^ 
.programming for the^ child but al^ time to bo 
spent w^tll the parents fVom time to tHne mliny 
parents need to sit down with ttie physician or • 
team leader and review the whoJe situation, includ- 
iog why predicting a ceihng for the child's devtlop- 
men,t may be doing tbe child a disservice' 

Follow-up 

Follow-up involves three efements (I ) forward- 
ing of information to the ref^*rring source and to 
other persoTfs or agencies as, the parents direct, (2) 
if a program other than one at Child Study Centef 
has beert recommended*, a fOU'ow-up in ^approxi- 
mately two weeks to see whether contact* for 
services has been made, and ^) turtlter^contfadt^ 



with tte Child Study Center staff Tf parents acflept 
_ ,lhe recommendation for a program here. 

If the child enters the Child 'Study Center 
program, an ' agreement'"^is drawn up' between 
^ parents anti staft\ In the beginning of our preschool 
program, no f^fcnal agreement was made with the 
family; the child was simply brought into the 
school. As experience was gained with the families 

. and childr^, we became convinced tha.t parent 
involvement was absolutely necessary for maxi- 
mum progress of the* child. After two or three 
years df experience, w^decided that parents wouW 
be required to sign an agreement stating what they 
would do as participarlts in the child's program. 
This served the purpose of getting the parents 
involved, but we soon recognized that this repre- 
sented only half of the' situation. ^ a result, an 
agr'eement is now designed by both parents and the 
staff member, usually a teacher, who will be 
.primarily responsible for tl^ child'§ program. This 
agreement* is individuahzed Yor bp4h*hild and 
family ai)d includes certain bilateral comniifxnerits. 

• (See the sample Team/agreement on page 91.) This 
cooperative agreement has worked out much bet-^ 
ter wath regard to both actual parent Mivolvement 
and their attitude 'toward it as they reTO^ze t^at 
this is now a itiutual corhmitment, ^ 

' ^ Agreements are su'bject tv review a-nd revk^Dn. 
Thus/ the* agreements s^eiVe as one guideline for 
ongoing program planning and encourage commu- 
nication between parents and staff 

^ A cost analysis of the clinical evaluation at the 
Child Study Center was recently completed In 
terms of the actual time spei/t, cost A^aries between 
S400 and S500. Usually this cost is paid^ with a 
combination of state and federal funds. No one is 
denied service on the^ ttasis pf financial, status 
HowevcVv under certain financial circuiTfetances, 
the family m^y be requested tO*pay a portion aC 
the cost. . ' ^ * * ' ^ » 

J 

Ongoing Evaluation and Program Planning 

* The multidisciplipary team has two roles: first as 
a diagnQst^lc-evaluation icdiv and second as class- 
,room resource personnel. The core group for 
ongoing program planning consists of the child, the_ 
teacher, the p&rertt(s),*and the social wcTrkcr. Other^ 
team members are used as needed and act as' 
t™ihtators to the program. Such an arrangement 
requires that each membeiube flexible enough to 
step out of traditional rcAk Tfre piiysician, for 
'example, may need to come out from otfhind the 



• deslTor examining stable to meet tl;^e child and 

• teacher in th^classroom, and .the flexor may 
^become the examining table. Or, teachers may go 
nnto the home. . - 
' The Child Study Center is fortunate in havmg 

the diagnostic-evaluation linit, includmg a nodical 
unit, housed in the same facility as the deaf-blind 
preschool, program. This facilitates the use of all 
staff members, and outside consultants such as an 
audiologist, ophthalmologist, music teacher, and 
movement specialist come regularly. While it may 
be. easier with a'staff housed together, the basi? 
aspects of the model coulAbe replicated even when 
all facilities are separated. TKe problem-oriented 
approach does not depend on all the staff being 
housed together. It can work in day schools, ^ 
homes, or other, agency prograriis. What it does 
require is communication among the various team 
members and. in garticular, communication with 
the person primarily responsible for planning the 
. child V program. 

The initial evaluation is only the^ beginning. It 
cannot continue indefinitely to serve as a guide for 
the progrartf. Updating*,of information for program 
planning needs to be continuous. On a day-to-day 
basis, this is done by the teacher. However, help 

• that ^eems needed may be obtained at any time 
and from any area. Other members of the*td|m ^ 
must be available as the need arises. Consultants 
outside the immediate program should also be used 
to provide -classroom and program input. 'The 
audiologist. ophthalmologist, and physical thera- 
pist are the most frequently us^d resource person- 
nel, though psy-chologists and psychiatrists are also 
called upon frequently. Some of our teachers have 
a background of speech and language training. 
.Othervyise, a speech^ and language pathologist- 

- 'consultant would undcMibtedly be called upon with 
great frequency (The evaluation schediile'on page 
92 shows the use of team members in ongwig 
evaluation and program planning.) ' , ■ 

From time to timer' th6 child will need to be 
reevaluated. The reevaluation is similar t.o the \ 
initial evaluation but is' usually no^s ex.tensive. 
Reevaluation is generally called for i^ situation uk 
which milestones have been met and major 
^cttanges may be needed in the child's progra^m. For 
;example, it might be done whejn the^eWld is ready * 
to be considered for^'a public school progr^. At* 
^ ethis^ time, in addition to the de^yetopmental^^ssess- 

• ments that havAygen obtained, standardized . 
mivchologLcar testing may he needed. Perhaps^ 
specific speech-language reevaluation will be done. 



and audiologlc assessment, if indicated, will also be^ 
done af*this time. Then a staffing session, as 
previously described, will be held. (See the sample 
case history on page 93.) 

A review* of services offered and their suitability 
'to the child and family may also prove helpful, 
since the .program must be flexible eijough to 
adjust to the changing needs of both. the child and 
family as these needs arise. The socml worker may 
be of special help since she. or he rriaintains^clctfe 
contact with other^team members and .with the 
family. The social . wcJrHer must recognize that 
families go through stages in dealing vwth their* 
handicapped child, and she or he must be prepared^ 
to deal with thqse c)ianges as they dev^elop (Solo- 
mons and Menolascino, 1970). The overall aim of 
the family program is to- assist ""^he ftmjly to. 
become more self-sufficient i^^^eeting itsv o^n^ 
needs and those of the child. 

Occasionally, the social worker may need to 
intervene in crisis situations in the family. Consul-, 
tation, if needed, is used. In 'oiir ext>erience, 
{)sychologists, psychiatrists, and psychiatric social 
workers have been called in, depending i^pon the 
specific situation. When a famify crisis Ts great, the 
child's program may^have to *be deemphasized 
while the family crisis^ resolved. A prdgram mus6^^ 
be flexible enough to permit this. Although the 
- actual mechanics of a program contfibutQ to its. 
running smoothly, mechanics alone are not tha 
key. Problem' orientation helps keep^Jhe focus 
directed on th^'thild and thu& contributes to both 
nhe effectiveness arid flexibilj^ of 'the pi;ogram. 

Teachers, parent(s), and social workers function 
as partners in th? core group, andV levels of 
resi5onsibility may^tft. Parents may appropriately 
assume the lead role^at times. This is:a valuable 
dy^n^piic^ in the develpp^nent of the ptpgram fdr 
child' and ftrmily. To do ^^llto and t^ppwiinji^^ 
interpersonal aifd interpi'ofessional proGlems, orte 
mvist again keep the child-problem-oriented goal in 
minti. Closeness of staff and .regular communica- 
tion such as weekly staff meetings help to identify 
* possible problems so they can be addressed eariy. 

New Programs - ' 

Our program to date liarf been fofcin*ite in 
having enough admin^tra'five flexibiHty^o initiate 
new aspects into the program ,^s the ne^^ arises or 
^ as 'a particular 'staff member develops new skills. 
During \474'15 a sibling program w^s initiated 
Siblings may influence a child's progress in th< 
program, but this is the first- tirfie that space and 
staff have been available ta start such a program. 
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This^rbgram was initiated .by one of our teachers 
' who ha^ a special interest in the sibli;igs of 
handicapped children, h seems likely that the need 
foVk psychologist or-Someone specifically trained 
to deal with siblings w^JI evolve as a result of this 
program.* . , ' • • 

Another new program faj;et that has beeiTVery 
successf^il the' use of a Icacher/s aide who is deaf. - 
'fhis aide wo^ks* directly with th^^ children, who 
seem to recognize a kinshfpvln addition, sfgning 
classes for pare.nts are given ift the evening bothj at. 
the school and at home. Staff members, includin'g 
secretaries, who do not sign are als*b taking lessons, 
•^This. ycarf for the first time since th(e^-^ld 
Study Center program begam evening p^eschoof 
being coffducted^^irv response to the father; 
^reqfieStsijLhat^ir tinie be arranged so they could 
participate more/ully m thcir^child's program. TRis 
is a cjassroom j»ituation and is separate fromahe 
monthly parent meetings , 

Aho/ a weekly. eveivin^sessioif is c6nducted for . 
parents to improve speech an(^Janguage skills. This 
session is designed to help them .carry- oygr this 
importanr function more s^cccsisfEilly;^at home. . - 
, Tarents involved in the program have devised 
survey fonn fqr^ pijrents'. use 'in evalu-ating /^ur 
services, -J The «survc> instrument *is included on 
page J07 ) This will enable** to^ address any' 
Obvioii^ proBkm areas. A qut^stionnaire had been 
used [deviously wUh a large group o\ patents, 
mainly parents of -learmiig disabled children. Infpr- 
^ aaafion gained Irbm that^questionnaireVcsuIted ita^ 
some changes|||g|>ur approach t^o tliat group pt^ 




Alternative Models , 

To determine tlielypes, availattility. and use of 
clinical services for deaf-blind^ children^ \\\ the 
United States, we made an attempt to survey ' 
existing dinical services We,contacted all Regional 
Centers^for Services to Deaf-Blijid Children aS Well 
as individuals' involved m services to the deaf-blind,., 
though not, necessarily through regional programs. 
To the iiO forms scnt<£^t-, only '74 responses were, 
received. Tli'e resell ts'.5|^i/e been'^summarized aii<j - 
intej/fJreted, but "because of tnc syiall number of 
''respoji'ses, tio attempt was made to do a st^istical,^ 
analysts. ' \ , 

In the- programs -tor which "a response, was 
received, a wide range of clinical services appears to 
be generally avaUable. Table. ^1 shows the service^^ 
^available as reported by fhe agencies responding to 
the question naire? Thu-se services tendio fall vyithm ' 



t-wo categories (I) primary services available for 
specific day-to-day program pjaiming; an(K'(2) 
^suppor^ services used for initial* input ratlTeAlpn 
continuous planning, on a daily basis. Hpw any* of 

, these various services is used, that is, whether in a 
primary or jn a suf)port category, depends upop 

. the individual program^nd Jlie overaU^oal of that 
program. Table. 2 j^j^ows availability and use of 

* clinical service in primary and support categories. . 
' One of the pnmt values and purposes oTcliniclil 
Information is its usefu'lno^s in determining^ service.$ 
needed by the child not only as a patient, 'client, or 
student but also 'a^ a person. Categories arc', 
neiessanly artificial divisions of service and must 
continuously interact to^^nhance the development 
of the total person. While qualrty of clinical service 
is difficult to detern^ine, thV ways in which services 

^are used^may reflect the ^uairty of «serviccvpro- 
voided. Tl« use of clinical information is shown m 
>Table 3$ ' . . - ^ * ^ , . 

Occasionally, the, person responding to the 
survey added helpful notes. Most often' these nftes 
reflected the lack of (Som^munication betv\^en^am 
riiem-bers' and/or lack of recognition of^the vaipe of 
the infformatidn in p.^gram plafining. The folloyv- 

■ ing quotation 1rom one of the surveys is represen-' 
tative of this problem: **Some people li^ive been 
very cooperatwc' in discussing, tlie educational- 
imphcatfens .ol^fce ev^luatiop with Vne. Others 
react like Tm^s^Ring my nose in where it doesn't 
T>elcfng." Thfs'^attitude indicates that certain inter- 
disciphnary barriers- may need to be'jfemov^d 
before the inaxi'muni good can be done for the 

"Ittild and* the family. In the best intere^ of the 
child, your business and -my business should . 
became ourl)usinessf||^ / , . \ 

Suntinary 

' I ' , ^ ■ ' . ^ ^ 

' Cljnical evaluation is a m^n.s/of assessing a total A 
chil^- A muitidisciplinary approach .with free com- ^ 
munioatjon between ^di.sciplines is suggested as*a 
means of accomplishing this In this way the team 
can be used both -for^ mitial ev;iluation and. in' 
program planning. / ' * * - • ^ ^ 

; A;Cj4ild-problcm oriented approach allows maxi- 
mum tlexibility, both in evaluation and in ongoing 
program planning, this avoiding a /ixed 4^am dr a 
fixed a|5proach t0 all children. The diild-probfem- 
oriefited "program not only facilitated" use of a 
multi^disciplinary staff, but also helps to crosj 
interdisciplinary harriers. . 

The ChiW^Sfudy ( enter.program^^not the only 
way to prhvide a muitidisciplinary evaluatipn to 
deaf-bhnd children. Many statt combinations and 
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differetit types of facilities could offer a similar 
program to the . deaf-blind' child. A cooperative 
arrangemfnt among programs, and .services in the 
community could be established so that a variety 
of needed per^nnel i^ made available on a pre- 
arranged basis. ' 

However, the results of a national survey, indi- ^ 
cate that in most programs the information 
gathered from' clinical evaluation is not being Used 
for program planning. This, would seem to decrease 
the'usefulne^ss pf the informatioij gained, such that 
the value ^f obtaining thesS services might be 
qiidstioned. One might find it necessary to identify 
which professionals in a confimunity would be - 
willing to spend the extra time needed to delii^r 
not only their evaluation but also their opinion of 
the effect of (heir findings on.!he child's lotal 



program, including suggestions from within their 

own field of exft^rtise. • ^ 

I* • 
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Table f - 
Service and Degree, of Availability % 



1- « 

Service 


Available 
■ routinely. , 


Available • 
' bn 
request 


' Total 
programs 
w/servic? 


, .Percent 


Genefal pediatric * 


51 


18 


69 ' ' 


95.8 


Speciaf pediatric 


10 


45 


55 


■ 76.3 


Neurological " * . ' 


15 ' 


50 


65 


90.2 ^ 


Psychological 


45 ^ 


' 21 


66 


91^6 


Psychiatric " , 


16 


^40 • 


56 


77.7 


Ophthalmology 




39 ■ 


70 


97.2 


Qtorhinolaryngology 


12 


43 


55 , 


■ 76.3 


Orthopedic ' ^ ^ . 


f2' 


54 


■ ' 66 


\ 91.6 


DentaP 


•34- 


' 31 


^5 


90.2 


Audiojogy / * * • ^ . 


42 


. 29 


71 


98:6 


Speech pathology 


43 


24 


67 


93.0 


— f *^ ' — ^ — 1 — ■ 

Language development consultant 


36 


26 


62 * 


86.1 


Physical therajJy ^ ' 




22 


6i 


86.1 ' 


Occupational therapy ' 


28 


23 


. .51 


70.8/ 


Social worker 


■53 


15 ' 




'94.4^ 


Publjc healths visiting, or school nurse 


36 ■ 


- 24 


60 


B3..3 , 








% 
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Table 2 • 

Availability and Use of Clinical Services 
in Primary and Support Categories 



— 

Clinical service * 

■ ' r ^' r/ 


Programs 
w/service 


' Number of.. 

programs, 
.Category E* 


Percent of 
programs. 
Category E* ' 


Primary , . ^ . . , 


Occupational therapy 


-51 


■ , 35 


* '-68.6 


Social worker ^ 


. . 68 


43 • 


63.2' 


Audiology ' - 




■ 4^ 


60.5 


Physical therapy 


^2 


, 37 . 


59.6 


Psychologist 


"66 


39^' 


' . 59.0 


Speech pathologist ^ ^ 


'67 . . 


39 


^ 58.2 

• 


Nurse 


60 


. 34 


56.6 ' 


Language development specialist * s 


62 . 


33 


, 53.2' . 


Ophthalmologist \ ^ 


? 70 


35 


50.0 


Support ' . - ' 


Psychiatric 


56 


28 


50.0 . 


« -; ■ 1 

Otorhinolaryngology %^ 


n55 


• - 27 


49.0 


General pediatrics ' • 


69 


31 


44.9 


Neurological \ 


65 


29 


44.5 


Orthopedic • . ^ 


66 


. 26 ! 


39.3 


Dental . 
* 


65 


23 


35.3 


— « ■ • — 

Spl^ial pediatric (cardiology, genetic specialist) 


55- 


10 


18.1 



'Category E** is optimal use oF clinical information. 
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Table 3 

Use of Clinical Services, by Categories 



• 

CImical services ' -1 
■ 


A 


• B 


C 


D 


E 


Percent 
, in E 


Programs 
. w/service 


General pediatric *^s^ ^ 


1 

i 


16 


Id 


5 


O 1 


AA Q 




Special pediatric 


1 


1 n 


8 




10 


.18.1 


55/70 : 


^ ■ — 

Nosological 


P 


. 14 


9 


1 


29 


44.5 


65/70 


Psychological 


1 


5 


12 


2 


» 39 


59.0 


66170 


Psychiatric 


1 




7 


0 


28 


50.0 


56/70 


Ophthalifology ' ^ 




1 c 
1 J 


1 1 
1 1 


-x 

D 




50.0 


70/70 


Otorjiinolaryngology 


A 
t 




10 


0 


27 


49.0 


55/70 


'Orthopedic 


L 


1 f 




0 

V 


26 


39.3 


66/70 


Dental # 


A 

4 


1 n 
I / 


1 T 


1 
1 




^ j.^ 


U J/ / U V 


Audiology } 


2 


10 


9 


2 .• 


43 


60.5 


71/70 ( 


Speech pathology 


1 


5 


15 


1 


39 


58.2 


6f/70 




Language development consultant 


0 


5' 


14 


1 . 


33 


, 53,2 


62/70 


Physical therapy 


2 


6 


12 


0 


37 


59.6 


62/70 


Occupational therapy 


2 


-) 


8 


1 


•' 35 


68.6 


?l/70 


t ^ ' — ^ 

Social worker 


1 

^ 


3 


11 ' 


' 1 • 


43 


63.2 


68/70 


- 

Public health, visiting nurse, or school nurse 


0 t 


3 


12 




34 „ 


56.6 


' 60/70 



A -Information is filed in the folder and may be 
Unavailable ^o personskpiannmg the program. 

B-mformation is filed m the folder and is available to 
persons planning ;he program. However, no discus- 
sion IS held with the individu^ who did the evaluation.' 

C -Discussion is hefd between the individual who did the 

^ evaluation and the persons planning the program. 

/ 

(■ 



D-The clinical information is psed routinely in multj- 

disciplmary staffing sessions, but not necessarily m 

program planning, 
E-The clin^a^^infortpaiion is used routinely In ^nulti- 

disciplinary staffing sessions as a^ol in program 

planning* *- 



99 



90, 



( . - ■ 

Sample Team Agreement 

This agreement has been drawn up by (teacher's names), (pardf&* names)* and (social worker) as the 
team concerned with the delivery of services to (child): We realize that the success of this agreement 
depends upon the cooperation and commitment of all rhembers of the team; only by working together can 
we,fuUy and appropriately deliver services to (child). ' ' ^ 

' I» the teacher, agree to: * ' 

I . Teach four (4) mornings per week and one ( I ) afternoon (4-5 :30) per week. 
. 2. Set up toileting procedures for the preschool, consulting with other team members on other probl^s 
, as we (team) decide. 

3. Give an* evaluation at the weekly afternoon meeting on specific tasks of whigh each member is aware: 
The team members will arrange to meet twice monthly to disci«s the evaluations in the event^all 
. team membeh are not able to meet at the weekly afternoon sessidh. 
^4.*Meet three (3) times per year in parent-teacher-social worker, jneeting. 

I, the mother, agree to: ^ 

1 . Participate in one ( I ) afternoon session per week, 

2. Carry out home programs such as toileting. • ' 

3. Participate ^ice monthly in evaluation sessions if it is necessary to meet. - 

4. Meet tljree (3) times per year in parent-teacher-social worker meeting. -7 

1, the father, agree to: ' ' . 

1. Support wife in home program. Share toileting: responsibilities. 

2. Participate twice monthly in evaluation. . ^ » ' . 

3. Meet three (3) times per year in parent-teacher-sociaTworker meeting. ^ 

Consequences: 

Failure of the.teacher to carry out her or his agreement will result in an extra hour of teaching with child. 

Failure'of the parents to carry out their agreement will result ii\ a two-week probatiort period, after 
which time, if the problem is not remedied, services will be discontinued. 

Only two (2> probation periods are allowed per year, after which time, if the agreement is not carried 
out, services vmiN be discontintfed. 

This agreement can be changed by mutual consent. 

I, th^social worker, agree to. > * 

Meet as a team r^jember three (3) times a year to assess thfe child's progress in the program. 

Date. ^) . . ' ^ 

Teacher 4 

Parent ^ ' - ' ^ 



Social worker 



T 



(This is an agreement drawn up far a specific child, Wy/th names deleted. Specific contents and items 
would vary for every child.) ^ 



^ Evaluation Sche4*ile 

This IS a chiH..^it>^ the congenital rubella syndrome She was born following the rubella epidemic of 
1964-65/She wasfbUowed closely from the medical standpoint from the newborn period but because of 
various factors had only intermittent involvement in the preschool program until 19^9. After that, 
attendance was on a regular basis until she progressed into another deaf-blind program. 

The schedule below illustrates- disciphnes that were involved in her care land program planning 
throughout her stay in the preschool program, aside flom the regular preschool staff of teachers, socjal 
workers, and physical therapists. * • ^ . ^ 

Certain reports wjiich seem to illustrate the flow of the program ar^ also included. They do not represent 
all of the recordii kept on this child 'during her stay in the educational program. Ongoing medical. 
evUyations in cardiology, pediatrics,' and neurology (for seizures) were also continued. 

• V ■ • > , . * 

Date and Event 



3-27-65 

Hosi^t^l dischargj£ ^^tnm^^Y folkwiiig Jiiitiai _ 
^m evaluat'on^pediatricsTpediaTilt: cahdk^lugy, 
child neurology, ophthalmology, infectious dis- 
ease, and consultation with audiologist> (Birth- 
-cjate 12-24-64) 
6-8-66 

Audioldgy evaluation . - 
6-8-67 

Audiology evaluation % 

6- 9^67 

Otological evaluation 

7- 24-67 

Audiological evaluation 

1- ?;-68 . 
Psychological evaluation 

2- 24-6^ 
Psychological evaluation 

3- 17-69 ' • ' 
Medical follow-up ^ f 

7-1-70 - 

Hearing-aid evaluation 
11-17-70 

Staffing, discussion of plans for following year 



11-27-70 

^ Ophthalm ology eva luation 

Orthopedic evaluation 

I- 18-71 
Audiology evaluation 

5-11-71 \ 

Ophthalmology evaluation 
5-17-71 \ . ^ • 

Audiology evaluatFon ~ 

5- 24-71 
Psychologigal testing 

1^-15-71 

Audiology evaluation • 
3-14-72 . ' ' 

Orthopedic evaluation — 
3-20-72 - ' , 

Ophthalmology evaluation 

6- 28-72 

Ophthalmology (spectacle evaluation) 

II- 9-72 
Ophthalmology evaluation 

1973 ^ - 

Final Staffing for further placement 
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Social Work ^ 
Progress Notes 
June 30, 1969, 



Re: Nina Thompson 

. 1, A, refvaluation by the ophthalmologist was done on May 19, 1969. On the same day the hearirfgaid 
, " s^ng was checked at the Speech and Hearing Clinic. 
2^ina'Uses her Jjearing aid constantly. However, her only response to speech is when mother holds her 
face close to hers and mouths "no/* 

3. On Tuesdays and Thursdays Nma continues to go to the Cerebral Palsy Sheltered Day Care Center, 
^^leJs tran sported there by one of the workers The mother r^jported that she felt that Nina wa^ 
^socializing there. However, she would prefer the Rubella Nursery to be a daily morning session so that 
Nina might come jusit to that. ^ 

4. Mrs. Thompson found a day carjs? mother^ near the place where she works, to care for Nina on 
Mondays, Wednesdays, and Fndays $o that stxr could be brought to the Rubella Nursery. She entered 
the nursery on May 12, 1969, 

5. We have not begun to tdk with Mrs. Thompson about residential placement for Nina because all 
available information seems to indicate that she is not eligible for such placement uatil she is six years 

' of age. ~ 

^. Dental care ^ Mrs. Thompson does not yet have a referral to a dentist for Nina She has been told 
about tliis recommendation and will seek that care. 

7. /\left shoe medial wedge^has bet^n applied. The effei;ts have not been bad, and the mother plans to try 
one on the right shoe " . 

8. The, Department of Public Welfare is considering having a program for the deaf-blind at the Hissom 
State Scffool for the Mentally Defective This program has not yet been put into operation. 



Social Worker 

Deaf-Blirtd Preschool Program ^ 



/ 
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. • Staffing Note 

• *' ' * • -11-17-70 

Re: Nina Thompson * 
Bd: December 24, 1 964 ' " ^ 

^ Present 



ChUd Development Specialist. Educational Therapist, Psychologists, Speech and' .Hearing Center-Child 
Development. Specialist, Stipervising Teacher, Teachers. Social Worker from Deaf-Blmd Preschool, 
.. M.D. •■ - *% ' '/ 

Staffing was reauested by the staff of the Prrschool for thfDeaf-BIind iii order'to get some dirwction on 
continued education for Nina and to discuss possible plans for next year. 

• Dr reported that Nina had been known to the Medical Center since she -was a few weeks 

old becau* sh.e was onc^ of the babies suffering from the matertial rubella syndrome, with congenital 
cataracts, profound bilateral heanng loss, heart murmur, and bilateral inguinal hernia. She was operated on 
^ccessfully for her bilateral mguinal hernia at age eight weeks. Cataract operations were performed on the 
right eye in 1%5 and on the left eye in 1966. She had,attended the Rubella Nursery at Child StudyCenter 
very mfrequentiy. and troin the time- she was>an infant until the fall of1969(age four years, ten months) 
she was cared tor tfiitside the 'home. Because of the retardation irt her muscle development and general 
hypotonia, the medical impression was that Nina was-perhaps one of the most handicapped of the epidemic 
rubella population, with a tentative prediction that she would eventually need custodial care. 

Of concern to the Child Study Center staff ii#965 and 1966 was what was felt to be t^i rejection of • 
Nina by her parents. The mother had indicated that they were unready for any child. ■ ' - . 

At the present time the parents seem more intexested in and pleased at Nina's performance. They are 
convinced that she is "intelligent." They favorably impressed the staff oHhe school on March 3 1969 in 
that they fulfilled most of the recommendations made. Nina had been attending the Cerebral Palsy Day 
Care Center two days a week since about November, 1969, and seemed to have gained in socialization. 

Psychological evaluation in January, 1968, showed her t6 be functioning at the nine-moath level, but in 
June 1968 she had advanced to a fourteen-month level, or five month Vprogress in five month's time. Biit 
by January 1969 she was felt to be functioning at a twe^ty-four-month level in selected items, and th\^ to 
have made a 10 to 14 month gain in about seven month's time. Recommendations included schooling at 
the Preschool for the •Deaf-Blind, reevaluation by the ophthalmel8gist,_reevaluation of her heanng aid, 
dental care, remedial shoes, and perhaps eventual placement in-a state school -hopefully one speciahzing in 
the deaf-blind, rather than\)ne for the mentally retarded. . J^- 

History in Preschool 

From May, 1969, to July, 1969, Nina was seen at the preschool three tiffies per week foV one hour each 
session At that time she was walking with minimal support, giving the impression that she was more 

• frightened of her position in space than of needing the support to walk. When not given support^, she Would 
walk on her knees with' the lowe'r half of her legs turned out. Her fine motor movements were better than 
her gross m6tor "movements, showing a neat pincer grasp, holding objects with the front part of her fingers.^ 
\ At the time of "the close of school in 1969, Nina was .functioning at a one-and-a-halfryear- to 
Jwoand-a-half-'year level m fine motor 'skills but at' a lower level in gross motor skills. She- was 

• Communicating' at about the seven-.month level, with evidence that her re(?feptive skills were somewhat more 
advanced. During this first year she seemed uninterested in other children, ctf mdeed in people, but to be 
quite related to objects. She shoWed some self-stimulating behavior, waving her hand m front of her eyes. 
She was quite passive, needing to be manipulated to undertake activitje^: • , ■ ' 

In the second year, September, 1969, to July, 1970, she came to the preschool daily for an hour each 
day Nina with her submissive, passive \vays, appealed to all of the different volunteers who worked with 
her" She had made a great deal of progress, particularly in the area of gross »iotor development. She had 
moved from being preoccupied with self-stimulating behavior to purposeful behavior with the materials. 
■ She showed some degree of associative thinking. She had many strengths which were yet to be tapped. 
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In the year 1970, one person, the teacher, worked with Nina consistently, and this shpwe^d-^that ui\dtfr 
these, circumstances Nina can, indeed, form a relationship from which she can learffl The* teacher reported 
that Nina had made progress inMoilet training, walking, i^i^eater aggressiveness and defmiteness in various 
activities, and m showing some auditory awareness. She was functioning exd^edingly well with the limited 
vision she had. Sl^e' had learned to put^ on her coat, to take off and put on her own socks and shoes, 
although she hadn't yet learned to tie her shoes. Sheuwas able to get her milk from thp kitchen, place her 
napkin, .pour ker milk, spread peatiut butter, and clean up the table. She enjoyed many foods and used 
spoon and /ork well: ^ . - » 

Nina seemed t-e know when she had completed a task satisfactorily, refusing f6 repeat the task. She 
^came more aroenable to trying new tasks and new foods. The teaj^her's opinion was that Nina had begun 
to make her own decisions about activities she would like to carry but. the times she wants to urinate, and 
the order iR/ which she wants to^do things. 

h 

Home Situation ^ 

^ The mother reported that Nina would perform in the preschooj but would not perform at home. Thus, 
Nina can remain dry and unnate m the toilet at the preschool and at the Child Development Center but 
refuses to LA;inate in the toilet at home for her mother. She continues to soil, and her mother cannot figure" 
rOut'what schedule she is on for defecation. 

Many instances of Nina's awareness and abrhty to learn were given, for examp!e, her interest in money, 
her knowledge that one uses mone^y from Dad's wallet when one goes to the store, and her recognition of 
the comer her- parents have to turn tago home wh^ they are jJriving. However, when there-is a change in 
• her routine, she expresses her annoyance by screaming. She resists her mother's requestsi)y going limp and ' 
getting what the mother calls ''spaghetti legs." 

Discussion centered around educational placement for Nina. In spite of the progress she had iwade in the 
^ presc^hool for the deaf-bhnd, she still functions like an extremely retarded,^ passive, almost immobile 
youngster in environments not familiar to her, for example, at the Ce^nter where she was retested»in the 
summer of 1970. At home she spends a good deal of her time standing.on her head with her legs resting on 
the bed. Her sleep habits are ve<ry disturbed. This is a fairly new development. In the fall of 1970, she woke 
up oRe night, screaming, apparently with a night Jerror. The parent^ took her into their bed to comfort her, 
and although she doesn't scream anymore, she gets up during the night and either plays of gets into the 
^ parents' bod. " ' ^ 

Confrontation -by Dr (psychologist) of the mother and her stilt ambivalent feelings about Nina was 
suggested. This seems to the social worker to be eontraindigated since the mother has not asked for this 
kind of consultation but is using the preschool to the best of her al^lity, fulfilling, insofar, as she is abte, 
^ school recommendations. . . 

\ Recommendations were to continue Nma m the preschooK with teachers continuing-as they had been 
this ye^r, with the possibility of either schooling by the Oklahoma City Public Schools next year or at 
. ^another center*or in some residential school. . 

. M.D. ' . • ' 

Child Study Center • 

-■ . ' • . ^ / • • ■ 
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* ^ Midterm Summary Report ; , 

September-December, 1970. ' 



Re: Nina Thompson ' , " , • ' 

Bd: 12-24-64 ' . * ' 

Motor Development - * 

NiifB has developed a much more aggressive walk. She still walks^th some pronation and imbalance, but^ 
she walks with a defmiteness that was not'tliere before. She has corrective skoes that help-^atly. She is 
able to pick up materials from the table, get up from her chair, c^ss the room, and place the materials on 
the correct shetf. She is able to bend over fi*om a standing position to pick, up objects from the floor ' 
without losing her balance. 

' Nina is ipuch rhore secure on the stairs and alternates when going up and down. She seems to place her 
feet at a straighter angl^^on the stairs than when she crosses the room. 

* We have her working barefoot on the balance beam and in certain exercises that have been recommende* 
by the physical therapists. She pronates less on the, balance ^am, walking 'across sideways and also 
balancing herself sideways for a brief second. , . 

Nina pulls herself, up from a^ squat position with jhe aid of a pole held by the teacher. She then lets 
herself down with no fear of the space behind her. 

She finds a? chair behincf t^r easily and sits with /very little slump. Interestingly, When she -sits in^the 



rocker to listen to musical records, her position is much straighter and she puts her feet on the^oorand 
rocks herself. She bends over from a sitting position h^her chair to retrieve fallen 9bjects withoutjosing 
balance. When she sits on the floor, she has begun to piae^s^er feet crossed before her rather than in the 
chicken wing position she formerly assumed. ' , 

Nina is able to catch a large ball when she is sitting down and return it by tossing or rolling it. She can j 
kick^trte ball, follow it, and kick It again. She tosses a j^an'bag into a bucket at a distance of two and a half 
feet and rarely misses. ' ^ ' 77 * 

Nina has a firmer grasp on brushes, magic markers, spoons, and other materials, holding them where they . 
are meant to be held instead of the tip as she had. She uses the brush anjl marker with firm, definite strokes 
but has not yet developed beyond vertical, horizontal, aad diagonal strokes. She is able to hold the training 
scissors with .the teacher sd!that she can cut. She applies paste but does not yet realize that the paper must * 
be applied paste side down. 

Nina's eye-hand coordination is very good. She passes a needle through a small hole, grasps small objects, 
and places them in limrted areas with ease. , ^ ' - 

We have noticed the self-stimulation lessen considerably. When Nina is listening to a rdcor^or is involved 
in painting^ and ^o forth, she exhibits almost no self-stimulation. At these times her eyes ft)cus well and 
with less nystagmuST ^ 

In September she 'seemed to have little preference as to handedness) but a definite preference for her left 
hand seems to be emergii}g. 

Language Development # 

The audiologist observed that Nina's hearing aid was effective in enabling her to hear the spoken word. 
^We feel she might be responding to words such as "light;" "soap," and "ofT," but we are uncertain because 
we might be giving her signs at the time we are vocalizing. < 

We have use9 musical records to encourage Nina*s auditory awareness. She listens intently and has a long 
^ attention span in this particular'activity. 
' Nina responds very well to the sound board. After about one week's work, she realized the effect of her 
vocalization on the light and on the sound board. She has explored amd produced all manner of phonations 
on this equipment. She clicks, blows, verbalizes, and taps it ag^nst her chin. She enjoys playing the drum, 
cymbals, and xylo^one into the microphone. We covered the light, and the headset is of sufficient interest 
tp Jceep her in vol v^, 

' She responds to the voice signal (bah, bah) or to the ball signal in placing doughnuts on the tower. Wp 
have been working with the words "bdll" and "shoe," using the objects, to see if she i3 receptively 
cognitive. We have not had a definite response here as yet,"* 
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yWaptive Behaviors 

Pr._, , the consi^lting pphthalmologist, observed that Nina did have limited vision but^was 

functioning exceedingly well with the vision she l!5s. He also felt that whatever manner slj^ adopted to see 
should be accepted. At times, she puts objects '^y close to her ^as^es; at other times she uses a sidewards 
vision.' 

Nina is very adept at remembering objects thai she has seefi and their placement; for example, when she ' 
is matching pictures with objects, she will remember that the picture of the tomato is over to the side and 
will not even look in that direction but merely puts the tomato there. ^ 

Her classification and matching abilities seem to be progressiag well. She is able to sort cdlors; monies 
such as dimes and nickels; knives, forks, and spoons; and so fo«h* She is able to match objects to pictures, 
being very careful to get the object in the same position as the picture, exen to turning the tomato soup pan* 
upright. , , ^ 

When using the circle drawer, she takes the fopns out and replaces theili correctly without any kind of 
exploration. . / , • 

Nina distinguishes and sqrts sizes, shapes, and Colors well. She also seems to recognize sequences. When i 
she w^ stringirtg an ornament for the Christmas tree* she placed the straw* and papers on the string in the 
correct sequence with no hejp. When using magic markers, she will use each one in turn, not repeating any * 
until all are used. She also puts each capTon carefully and replaces the marker in the container. . ^ 

She is extremely interested In cause and effect. She enjoys cutting paper, blowing out a candle, and 
pasting paper. She learns very quickly front demonstration. After one demonstration of the use of the 
stapljpr, ^e was able to use it herself. ^ ' , ' ^ ' * 

^ Personal Social Behavior ^ ♦ 

Nina is now very aware of other adults in the room. They even s^erri to distract her. Recently she has • 
shown an interest in the activities of the oth^ children, trying once or twice to play alongsJde.^ 

She is able to put on her own coat and 2;ip it if it is placed on th^ floor before her She can take off and 
put. on her own shoes and socks, being very careful to tuck he^ $ocks into her shoes each time. She is now 
Rowing great interest in the laces but as^et h&s not mastered any part of this. She does prepare herself for 
the toilet, lifting the seat, taking down her*pants, flushing, 'washing, and drying her hands. 
. At lunch time Nina takes the pitcher to the kitchen, gets the milk from t^je refrigerator (with no help) 
and carries the jMtcher of milk back into^the room. She places her napkin, pours her milk, sprees peanut 
butter, and cleans up the t31)le. She enjoys many foods, and uses the spoon and fork well. 

Following arc certain behaviors I feel are important: . - * 

When Nina has completed a task satisfactorily, she does hot want to*repeat it and is very adamant about 
not repeating it. ^ ^ 

When she is offered a food or task with which she is not familiar, she might try to push it away, but if it 
is left there and she is encouraged, she will usually make an attempt. ' ^ 

She is afso showing definite* signs of recognizing her own autonomy. She has begun to make her own 
decisions about activities she would like Jo carry out, the times she wants to urinate, and the order in which 
she wants to do things* 
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Psychologist's Report 

May 24,.1971 • 

Re: .NinafThomi)son * • . - ^ 

Bd: *1 2^24-64 * ^ . 

Age: Six years, seven Snont hs • . ' , 

Referral ^ * - ^ 

-J4m3^as referred for psychological evaluation by the staff of the Deaf-Blind Preschool for assessment of 
her current level of ifttellectual functionihg and for^determination of appropriate gchool placement 

/ ; , Evaluation 

Due to the multiple nature of Nina's difficulties, standardized testing.procpdure^. were not Considered 
feasible. The evaluation was conducted within the nur^ry, 'tn the presence of onlookers (including her 
teacher), and in three separate sessions. During the second session, it became apparent that $he seemed 
more motivated to perform the tasks without the support of her teacher; consequently, the last session was 
administered under regular, standardized conditions with Nina responding favorably to the situation. 
However, the results^ o( this evaluation are considered only a gr6ss estimate of her present intellectual 
' capacity. . . i ^ ' : ' % / * 

* The results of tne Letter mdicate nonverbal intellectual functioning within the borderline retarded rang^ 
(lQ.score«- 74). This test characteristically runs 5-10 points lower than other measures of intelligence, i.e., 
the Wise • s' . , ' ^ 

Nina's basal age was at the three-year, six-month level, and the highest subtest passed was at the five-year 

levek ' , . * 

Altl^gh Nina is certainly not functioning at age. level,-. neither is ^e severely retarded, at least with 
regard to nonverbal intelligence, •* ^ , , 

_ On more than one occasion, her approach to task execution demonstrated the c;apacity for compensatory 
behavior which. may facilitate the further development of her intellectual potential. For example, she 
consistently checked her work for accuracy, correcting Jier perceptible mistakes. Her cognitive apprbach to 
the tasks at the four- and five-year levels is cpnsidered precocious for that^hronolpglcal age", and most of 
the unsuccessfully completed ta^ werfr failed by a small margin. As the ceiling items of the Letter were 
reached, Nina instigated diversionary maneuvers. Suggesting an awareness^ of her inability to complete tlje 
more difficult tasks and indicative of self-esteem protection, * . 

In view of her physical difficulties and despite methodically slow handling of the test m^eqals, Nina's 
fine motor coordination appears to be' fairly well developed. However, she displays a weakehed physical 
capacity/ tiring easily and requiring several brJaks from test administration, particularly in the initial 
two-hour session. Her laborious and involved approach to testing probably accounted for much of this drain 
on her physical energy. . . * ^ .* 

Thus, while Nina is severely handicapped auditorily and to a lesser degree visually, she is making 
good compensatory use of the slight potential she has. Farther, vyhen one considers the mul^plicity 
of her anomalies and the rapid progress 3he has made in the * deaf-blind preschool nurs^ the 
past six months, the potential^ for nonverbal intellectual functioning within the normal range is quite 
probable. However, in spite of this nonverbal intellectual potential, it also seems likely'that Nina's receptive 
and expressive language deficit will have a significant limiting effect on her overall educational and, perhaps, 
social progress.' • > ^ 

A residential school placement would likely be most appropriate for Nina. The prbgrafn of the sf||ol 
should stress language stimulation as well as* the developjnent and use of nonverbal commuiWktion. u\is 
kir^ of situation will probably be of con^derable benefit in enhancing-ber developtnent. 
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Audiolo^t's Repdr^> 

. lVi*5-7t 



Re: Nma Thompson • ' ** \ \ 

Kina conditioned rather easily to pure-tone.^rcon^^^ \ 

Prior to this time, hearing test results ^uggesfeiJ-^^t^te'^y have'Befen-responsive only to vibratoiV 
sensations at the ^ar..The results bf the present ^esfclem^nstfate that hearing sensitiyity iapresent through 
2000. Hertz Bilaterally. It is unlikely tliat sejisitivity to a" 2000 H^rti signal is mediated by vibratory 
sensation, ^ ^ ' 

Copy of aydiogtam is attached. ' * ■ • .- 



Audiojpgist 



Physical Therapy TSj|j| ' ^ 

Decdmber31, l97l(Pl ' ■ 

* . " •■ 

Re: Nina Thompson ^ ^ . \ 

. , Nina. was very unhappy with her new shoeMiCtil she got used to them. After onie nionth they looked like 
she had worn them for at least si;^months. ..^ ' • 4 ^ ' 

Balancing activities have progressed^ very well through the use of ,a small teeter board. Sh^ can balance" 
momentarily from side to side and is beginning to sftow signs pf parachute reflex. . * * ' 

For the first time Nina is becoming aware of Jier body apd is momentarily folding her aKms and Mding 
this position in maintaining of sitting balance, and in activities of forward^ trunk flexion. With sc^me 
assistance she is: beginnmg to do active sit-ups and hold her chin 'ticked on her chest as she comes up^o a 
fitting positioiT.'' ^ > ^ 

>• Soirie active jumpii>g up and down can^e elicited for very short periods. Active necjc and back extension 
are done for the first time by having Ninal^rone on the teeter l>bard and raise her head and Shoulders to 
follow the beam of a flashlight. ' ^ • ■ 

We are beginning to get momentary stance on one leg, but she ha^long way to'gq to balance freely on 
one leg: .* ' I . / " * > 

We have bettersuccess in our attempts to stretch hip flexors, knee^ftexoa^, and everftirs' of the foot. - 

While it is difficult to know jus^ how much she can see, the following behavior occurred recently: After 
blowing a large bubble in her pipe, it fell to the fjoor. Nina looked down at the bubble, and wrthbut 
lending over stamped it out with her foot. < ' * 

Nina is -becoming more independent eajjh day. She can now put on and take off most of her clothes and 
eat without assistance, and she is beginning to go to the bathroom without assistance.- 

f ' ' ' ^ ^ . ' 

^ ^. . ^ -^^ . ' , 

R.P.T. . ' . 
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Ophthalmology Report 



: * -* i "., ^" , " • ► V 3-20-72 

.Re: Niu^ Thompsoir / ^ * > * ^ , ' i v 

Nina is a keveit-year-old, white female with congenital rubella syndrome with \6w vision amMiearing. 

' • ji ExtermVExfltn 

f Bilateral microphthalraus , . ' ' • • ' ^' . 

• (^oglrse hortzpntal nystagmus • * a 

Left Hypertropia approximately 20® * , ' ^ 

/ Rjightpupil'lVi mm, left pupil Tmrn slightly peaked ' . • \f 

' Small capsular strand in pupil OD ^ , ' . , 

Optfiai, • . - . * . .. ■ . • ■ . , 

^ Red reflex in both,eyes. " ' . . \ , - 

■ Nina iVsajd to^je able-to materialize Sm^ olJjects IVi to 2 inches in height. 

Impression ' . ' " ' ^ » • > .. - , . * 

• Nina has apparently had good results from catar'acf surgef y. She-.u&s Ker right eye ^m'arily . 




Ophthalmologjst 



■ . ' ^ . - Physical Therapy ' 

" . May 11, 1-972 • ■' ■ . . 

Re: Nina Thompson ' . ' ' ~ ' 

Nina is becoming more aware of her environment and is interacting a Uttle more with peopleMn the past 
tponth she has learned to jui^in response to a tactile stimulation and is beginnin| to walk unassisted (but 
viry slowly and with apprehensieii) up the jteefi steps in front of ihe Study Cenfer. ^ 

Emphasis has been. placed this month <m trying to speed up aU activities and to keep her frpm lying on 
the floor as much as possible. She is just beginning to shpw signs ot sitting on a chair instead of always -lying 
down when not stimulated. . ^ ' u u j 

New. shoes have been bought. She has. adjusted much better to these new shoes than the pnes she had 
previously, They have some changes in the wedging, which is helping her to walk \yith leSS outward rotation 
of the legs and eversion of the feet. Since she seems to be more willing to stay upright, we hope thathjer 
bfehavior in this area >yill Show even greater improvement, v ' ^ _ * 

The parents seem to be doing a good Job in the home with the range of motion exercises, that were taught 
to them. Nina is holding ground in joint motion, but this needs to be rechecked from time to time \Vith the 
parents. ' ^ . ' , \ * 

fePT/OTR * ,' . t • * 
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* * • , Ophthalmologist's Report 

• ; • ^ ^ June 28, 1972 * - 

Re: Niha Thompson 

^ ■ > ' ' ' ' ' ' • ' ^' - ' ' 

The^patieftt^yarents^were advised that surgery might help tR^ vision in her left eye. The ophthalmologist 

suggested that/ffey might get anothter opinion. 

On q^cxalrnination ^yeral months ago, I , noted that the left eye was turned up and that the right eye 
appeaiHodmmant., ^ ' j . * 

The^ chances of obtaining a useful left eye after surgery are guarded, There is, ho we Vet, no chance of the 
eye becoming Useful if surgeiyls not done. This was explained to the-parents. 

1 will consultl wi^h Dr / . . this week and nptify (social Worker) of any change of opinion. 



Ophth^almologisi 




Ophthalmologist*^ Report 

Novemben9, 1972 ^ % ^ 

•Re: Nina Thompson ^ • ^ ^ 

tfly my last examination of this patient I advised -furthjer surgery on the left eye. Thi^ was performed 
5evRal months ago. She has apparently been upabfe to see asjkMeH without her glasses recently as she had 
been in the past. She used" tp be without her glasse's almost constantly but recently has Used^terh much 
more faithfully. * 

She is able to* follow a light/)r a 2-cei\timeter yellow ball with either 'eye. Nystagmus is greater in the left 
eye than in 'the right eye on ^rternate occlusions. - * - 

The pupillary spaces are clean in both eyes. 

•I woyld sj).eculate that wheg Nina was not wearing her glasses, slie had adjusted tc^he blurred' image she 
•was seeing. As she began wearing her glasses more-, she began to rely more on the clear image and was less 
^ able to get -along without her glasses. . . ^ . - 



Ophthalmologist*consultant 
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Fuial Sunjraary Report . 

'September; 1 972 -October, 1972 ^ ' \ 

\ ' . ■ 

Re: Nina Thompson . * . 

m: 12-24-64 . ^ . ' . 

^ - ' Gross Motor Development - 

Nina's progress has beeft^j/ery signi£kant. In addition to a quicker, more stable walk, she ha^s gained 
confidence in her ability. She stepSSj^one or two steps without any assistance, even a cane. She can step 
over objects on' the floor. She can step up onto t.he Walking board and down with no help. WitK a cane she 
is able to walk anywhere, up and "down staifs or over rough groundt Inside she climbs onto equipment 
readily and enjoys doing so. She can hang by her arms or legs or both. Sjjp is adept at rolling, creeiping on . 
the walking board, and crawling under it. She also turns somersaults well and balances herself well enough 
to stand on her head. She is not yet confident in. walking across the walking board without the cane, but 
she does so with the aid of the cane.. With the cane she can also step over ojjjects a foot High. She walks 
backward and sideways atfd ujror'4own a hill. ^ , 

, On the playground Nina uses the swing, slide, teeter-totter, jungle gym, and tricycle. She climbs up mto a 
tree with the aid of a ladder and comes down again. She is able to manipulate roller sTcates so she can get 
from'one place to another outside .on the sidewalk. ' y ' • u- i . '3 u 

Nina has been able to help^-the schoolroom. She picks up and carries aihair. She carries the large trSsh 
bag -out, puts it into Hie barrj^and covijrs it. Sfie takes the pitcher ou>/rins it with water, 'and carries it 

''^^During the summer swim program, Nina displayed more initiative in. the water than I have seen 
anywhere. Shelhrows the ball into the water and retrieves it. She throws objects into the water and goes 
underwater to get them. With very little help she can lie on h^ back to float. She jumps from the side of 
the pool into the-water. Sh?^puts her head under or sits on tfie bottom of the pool until we count tour, 
and comes up laughing with no coughing or sputtering. ^ 

» t • • ■ 

f Fin% Motor Development 

Nina h\ shown decided gr^^wth here also. She' uses rubber bands'and clc^fees^ins with a good pincer 
grasp She aable to paste welj and;^ses crayons with a definite, heavy stroke.-gie .dQes not have the control 
to follow sftall patterns wlili th^ crayon, however, sheMs able to fallow l5^ simple patterns, such as a 
6-inch "T " '^0 " or "V " She do'es use a large definite stroke with crayon or paint. She can make circular, 
Vertical, ^d horizontal movements. She has gone from a stage in which she wanted only to make small dots 
to this jjage oriarap, brightj^emept. She experiments- with all the colors-not repeating colors but 
caref* fiuse every color. , ■ 

- NiSfeJ^able to use a knife to;spread buttof or to cut soft foods. She uses an egg beater well, pours from a 
pitcheSor small carton, pours from a bottl^ a spoon, andiises a bowl.scra«pr very effectively. 

She opens and closes jars and tubesKp^^e ; nd toothpaste\rWith no help. .u w i ' 

Nina does not yet cufwilh scissors. She do:s not have, the fine motor control necessan^ for that task, hhe 
is npt able to tie her shoe lafes y&i, although ^he does lace a wooden shoe. ^. 



> ^ ^ ^ Language Development 

.. Nipa seemedjo bi:com(^ware of sound witlWining. We have 'used both the jiuditory trainer and her 
bearing aid in oflr daily sessions. ) . , , i • ^ 

Stimulation with auditory trainer and hearifig aid: She now enjoys, the xylophone, playing definite 
•patterns of rhythij^ and going from very soft tc/loud. Sh|uses the buzzer board and drum m the same way, 
experimenting with sound patterns. ' . . ^ ..u 

' Awaraness with aucfitory trainer and hearing-aid: Nina has beerf^ble to hear the bell, the drum,, and the 
shaker when, th^ auditory trainer master control hasl)eef» turned down to "3." We began with the control 
at "8" and with increased signs of aw^ness, worked down to ".3-:" She responds to voice on both the 

trainer and hearing aid. • I " , ,' , j u n i i f "^q" 

Discrimination: Nina is able to discriminate bitween the drum, shaker, and bell on levels of 8 down to 

"3." ■ I / ' ' 



^^•^e^jiave worked on word discrimination, and we fed that Nina is able^to discriminate betweeA the words 
"shoe" and "ball" on the auditory trainer. This ha^ not been totally consistent but has occurred frequently 
enough for us to7eel she is a"b^5t«J^\ir thfuWTcfencc/ We did thi^> with pictures andJ:)locks. 

Sound production : Nina is able to produce the a/? sound oit reouest and will reproduce the number of a// 
sounds th'4i has b^^^given to her. She also cdn produce p, an^ «K§ouijds with tactile help 

Manual Language • ' 

Receptive: Nine can. understand oyer ^00 signs and^also reads combinations such as you go to the toilet; 
"you put on your coat;'you put this a\\;ay, yw go bring water; it is tim^ to eat, Nina, Tell me how many; 
Nind, bring me car; and Nina, gd outside and play on tite swing. ' * - \, ^ 

She understands the sign which Tneans her name (an N ^ig^. .Nina also'understands numbers ^' 1 " through 
J*5" and can bring the correct number symbol pn xequest. * 

Expressive: Nina is able to use corfibinatfons of signjS as well as.single signs. At the end of the report is a 
list of signs she uses both receptiVely and expressively. , \^ 



Ad&fttive Behavior 
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Nina, is now able to comJ^lnto the, raom,'go to her shelf, st^lect her material^ atid sit down to work with 
them She is able to'work through Jouj;^or five worksheets without' help from anyone. She then puts her 
work and materials back on the shelf. - ' . " ' 

If we are worl^ng on signs, wntten language, and. so forth, she attends well for as long as a half-hour. 

^ Resgo^se to Structure 

Nina picks up a structured ac^vify quickly. She- seems happy in. knowing exactly-^ what her schedule is. 
After internahzing the structure of an activity, she- is able to carry it-thrt)ugh unaided. Activities she is able 
to C9mplefe are. ' , , ' . • ' 

1. Prepafing pudding . 6. Blowing bubtJes . ' 

:2. Preparing eggnog ^ \ 7. Taking out. Jhe trash " V ^ 

3. 'MakmgJeUo " ' ^ * 8, Toileting, washing, and so forth 

4. Making cookies , . 9. ^Dressing and un^essing / 

5. Washing the table ' - • 10. Sliopping^orlruits^and vegetables 

, Initi^iVe Behavior ^ ^ ^ - 

Ni^is weak m initiative behavior;, however, she h^ grown iji her ability to go from one activity to 
-^^TtJther without collapsmg into the fetal positioii. If her activities are structured, she is able {o continucv 
from one to another without help. However, if she is uncertain as to what to do, she may go down to the 
floor. She also still needs encouragemej^t, in free time, to get activity materials with which to occupy ' 
herself: ^ * - 

. Qots\de she does ga from one activity to anothej. Sfte ,will swing, ride the tricycle, or climb without 
encouragement. , , ' - 

Response to Sequenlial Activities * / , ^ * 

As ^mentioned eariier, Nina understand and responds to sequenced activities. She quickly learned how/* 
to make pudding and eggnog. In^ner toileting and drt^sing, she keeps -a definite orier of events. When she 
has>a four-bead pattern .to follow or ^ four-block sequence, she can repeat it after she has studied the 
patterns and they have been covered. « , ' ^ ' ^ 

In the recognition of the- printed words, Nina can arrange theJetters of several words in^J^ correct order. 

Self-StimuLation 

Nina still flicks. However, this seems to occur whpn^e is excited or happy, 

-Memory/ ^ t i 

Nina excels here* Her memt^ry for sequencing is vjjry good. Sh& knows where materials belong. Her 
memory for the printed word; colors, shapes, pictures, and objects is remarkable. She can look at a word 



7ach as bail walk across the room, and select^the correct object from a group of four or ftve She does the 
^mi usbg si^^^^^ look at- the pictures of fou^ objects, cross the room, and select the pictures of 

those four objects fr0m a larger group. , ^ . 

, • " Personal Social Developmen^ 
* Nina enjoys b?ing wifh' and playing with adults. However, while she is beginning to show aff interest ia 
other chijiten and often wallcs up to see what they are cfoing, she does not seej them out to play_ . ^ . 
She has^n seeh to lash'out at a child who takes her toys or to push a child who is a"noy'"« hef- 
The area in N^hich real growth has occurred is in separating from her pareirts Previously she had great 
difficulty in working or concentrating if her parents were in the schoolroom; she wanted to go to them. 
However, she IS now abk to continue her work and go to them after she has finished. 

She wilf work with any adult. She adjusts 'easily. However, she reads people quickly and will produce 
only enough to get by.^he will ask to be carried if she feels that the person will give in. She will not annate 
if she thinks the adult will not insist. Nina also will procrastinate if she thinks she cannot do a task. 

Visual Behavior • ^ 

Nina overcompensates (the rohthalmologist feels). Her eyes are one third smaller thanjhe normal ey^ 
■ She has nystagmus and has'hadfevefal cataract operations. Her vision has been judged 10/400, however, she 
has functional vision. She .Ves .well ewugh'td move around the environment. She can see one and a 
ha fJ^h pnnt on the blackboartfat abotit four feet distance. She distinguishes three-fourths-mch pnnt and 
at one tim was able to mat^h th. woras of a bulletin typewriter. She can work with some puzz e pieces on 
?he Too and some on the table. Shf is able to distinguish the matching pieces easily. She can do the sam 

• with matching words or pictures. She is able to distinguish between persons and betwe^ objects on small 
photographs.'She is able to tell us, by signs, what is happening in the picture. needs 

If Nina feels she does not need to use her eyes, she wJl close them. However, ^h^. '^""^.^/^'^e need 

• them she wijifnake an effort to keep them open and ftfcus. For instance, if someone holds her hand as 

h y walk. ThWoses'her eyes_as^e walks along beside the person. However, if she is^g.ven a ^e and told . 
to walk bthcrself she her eyes to focus on t-he tip of the cane and the ground before Tier. 

She can 'ol ow he movement of a candle or a bubble five or six feet awiy She can string beads or straws 
with very smalUioles. She pours well and stops within an eighth of an inch from the top of the cup. She is 
able tS retrieve small articles when she drops them, ev.en if they roll away. , . . \ hp/other 

Before Nina' began to wear her new ghsscs. She seemed to adjust in a few days if she brok]^ other 
glasses She was abie to function without them. However, she now seems to be very depi>fiden>^n these 
SSs and works^uch better with them on. She takes care of them and puts them into the case when she 
takes them off. ' \ ^ 

Self-Help Skills . ' 

Nina has achieved certain self-help skills. 

Dreeing ' ^HL ^ 

Nina IS able to dress and undress herself. At times she does confuse front and back^ I had asked her 
mother Jo tdentlfy the fronts of her clothing with a mark. When Nina looks at the clotl^ng she is putting 
. on. she does a much better job, quicker^pd easier that) when she isn t focusing. , , 

She can bmop aYid unbutton W buttons. She i»not yet ahi^managt^ ones 
' Nina does not tieNhcr ^io» laces. She puts the laces in the shoe but has;iot mastered tymg. 

Eating 

tJina eats well and a great variety of foods. She handles the fork and spoon j/oW. She can spread butter 
and 2 c^^ use a knife 'to cut soft foods like bananas. She doesn't cut n^eats or hard foods. She pours ..e l 
and ut a napkin and.ciTp well. After she is finished, she cleans up- her dishes, washes apd dnes the table, 
and takes t^arge garbiUK bag out to the garbage can. She also carpet sweeps the floor. 



104 . 113 



/ 



ERIC 



Toifeting 

; Nina responds to the R.R. restroomsign. She takes care of herself, flushes the toilet and washes and dries 
. her hands. She has been ^ excepf for irtfrequent accidents. However, sh^e 'does not like to touch herself. 
We have been working.on this, using sticky substances and having her wash- herself with a sponge. ' 

We have not^had any experience with BMs during school. Nina's mother reports that she has her sit on 
the toilet every morning but that she does not have a BM then. However, when she had her surgery last 
summer and 1 visited her in the hospital in the evening, she had a BM very easily on the toilet. So I don't 
feel there .will be much of a problem here. 

Practical Life Tasks • ' • .> ^ 

"Nina has been able to accomplish certain practical life tasks. After going through these tasks with much 
help from the teacher, she w«s gradually able to lessen hex dependence 'on the teacher and carry out the 
task from start to finish with no help. \ ' 

• Nina would have a banana, a knife, a plate, a cutting board, and a paper towel. She would slicQ the' 
banana on the cutting board, put it on the plate, and eat it with a fork. After that she threw away the towel 
wjth the pe^lings and took her dishes out to wash them in the sink. ^ ' 

The materials for instant pudding included the package of pudding, a bowl, a carton of milk, an egg 
.beater, a dish, and a spoon on the tray. Nina opened the pudding ^nd the milk and poured them into the 
{)owl. She used the egg beater to beat the mixture until it was thick ip consistency. Here she was making a 
/judgment and decision. She would scoop it from the bbwl into her dish, eat it with a spoon, throw away the 
cartons, and take her dishes out to wash them. She would bring the dishes back and put them away on the 
shelves. ^ ^ . . ' 

In making eggnog, Nina followed the same procedure 'as with the pudding, but this procedure was more 
•complex. She liad to meaAire sugar and vanilla with atapoon. She also broke the int© the bowL 
However, sh^e. was able to carry through with minimal help. ' - 

Personal Relationships 4 V^i 

Nina accepts any adult readily. However, ^e4cads people very well, performing at the level they expects 
of her. " \^ . ' 

At the Day Care (Tenter, the teachers have been aslcing a great d^al more of Nina^They are uging signs 
with her. She responds vVe\L She goe^ to, the toilet, dresses herself and wo;-ks at iht table with the other 
children. We^have sent seat work to the Day Care Center, and Nin^ has been completing these sheets and 
doin^ (hem well. 

In Nina's relation^^ to* her parents, there is ^decided difference. 'Her parents have expected v^ry little' 
of her. TheV carry her much of the time^although they have t>een asked not to. They have not been able to 
carry through on task^ she is expected to do at Home. At home, she throws her glasses and Jier toys. She 
fusses and asks to be carried. She will not cooperate in toileting. Her father feels they have not been 
consistent and have not persevered. f . , ' 

However, when Nina began to .work on her re<adihg book and began tp recognize printed words and 
numbers, her father atid mother worked very hard and consistently with her. They felt very encouraged 
With her progress in language work. They did not-work on manualJanguage with her except for a few signs.^ 

f . , ' Final Impression ' 

In n;iy opinion if Nina's parents had been able to carry through with suggestions at home, she would have 
shown greater progress than she has. \ ^ 



Teacher 

Deaf-Blind Home program 
Chifd Stutjy CeateV 
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Signs Nina knows 



go 

'goixi 

good-bye 

good morning' 

gum 

hat 



jump , 

knife 

lemon 

look 

me 

milk* 

niistake 

mittens 

mother 

more 

no 

now 

number 

off 

on 

open ^ 
orange 
orange juice 
out 



over 
pants 
play , 
pour ' 
{Hish 
put 

roller skate 

run 

same 

see 

shoes 

show 

shut 

sit 
• slide 

deep - 

socks ^ 

sour 
' stoip 

store 

sug^ 

swim , 

.swing J 
.^ell , 

th^kVou 

throw V - 
• ,toy _ 



tricycle 
•turn 

under ' 
' up / 
vanilla 
walk 
wash 
watch 
water 
wet 

what^^ , 
wSjich - 
word 
, yet 

Colors Nina knows 

one 
two 

three . 
four 

five ^ . ' 

Numbers Nina knows 
red* . 

. f)ltie . ^ 
^ . yellow ' 
orange 
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• , PARENT SURVEY 

Please respond to the following ifems on a scale from one to five, with five being the highest possible 
rating: > ^ . 



1. The Child Study Center Staff is^ef'fectively helping -my child in the following areas: 

A. Psychomotor development (fine and gross motor coordination) ^ 1 

B. Language development ^ , ; . . 1 
Self-help skills (dressing, feeding, toileting) . • ^ 1 

D. Adaptive behavior * 1 

E. 'Social and emotional development^ • ,1 

F. perceptual learning skills and concepts ^ . 

G. Individually tailored educational curriculuii[i • ' ^ I 

2. The ChiM Study Center Staff is effectively helpirig us, as parents pr foster parents, in 
the following areas: 



2 ' 

1. 

2 

2 

2 

2 . 
1 



4 
4 
4 
4 

4 



5 
. 5 
5 
5 
5 
5 
5 



A. 


Implementation ofjeam agreement " ' 


"I .2 


3 


4 


.5 


B. 


Adjustment counselfng , * ^ 


I I 


3 


4 


" 5 


C. 


Expbration of available educational, social, andmedieal resources in the 












community and state for the family - \ 


I 2 


3 


4 


5 


i). 


Regular diagnostic services in all flecessary areas . ' ' 


I 2 


3 


4 


5 


E. 


ftoviding consultative services ' 


I 2 


3 


4-, 


5 


F. 


Providing transportation to and from the Child Study Center for our child 


1 2 


3 


4 


5 


G. 


Focusing on concerns expressed by teachers and parents 


1*2- 


3 


4 


5 


H. 


Encouraging parental involvement " • ' 


I 2 , 


3 


4. 


5 



3. i would like to see the following services begun or increased a^he Child Study Center: ^ i 



4. Othahtpmments: 
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Educational Assessment of peaf-B)ihd 
^nd Audltorily-VisLfally impaired ^ 
children: A Survey - J ; .' 



r 



NanRobbins ' 

^ Diagn&tician, Deparfment for Deaf-Blind Ch3dren, Petkins Sdiool.^ the Blind 



The intent of edjucatipnal programs for deaf- 
blind children and youths in the United States is to 
offer services to those individuals who are in need 
' of special, personalized, and individualized service 
- either because they are indeed deaf and blind by 
sensory definition or because their development is 
being interfered wtth du^ to multiple disabilities, 
injclu^ing some degree of visual or auditory impair- 
rrtent. # ' . ' 

Variables iq the Population 

* /^Senspry capacity -degree of sight and hearing- . 

/ , has a ^beariiig on 'which test jnaterials one can 

/ appreciate; one's approach to learning; and, jn 
some ways,, one's dTreytion, rate, and' ultimate level 
of development. . ^ 

The presence pr absencb of other variables must 
'also be. discerned or considered in the process of 
educational' assessrti6nt^o|" ii^dividuals. The list of 
identified variahtes in th^ population is long and 
includes the'TOllowing ('Robbins, first 1977 
reference; Chess, 1971; Cochran, 1969; Wagner, 
1970; Curtis, '4970; Bergstrom, - 1971): genetic 
inheritance; family circumstances such as size, 
^living style, financial circumst^ces, vahies, mental 
health, and child-rearing practices; health, past and 
present; onset and progress of visual disability or 
auditory disability, or both; present visual , or 
auditory capacity, or both, aided or uhaided; 
psychoneurologrcal inte^erences with learning 
(central nervous system integrity); language- 
Iqaming capacity; movement disorders; sensitivity 
aiid arousal level; persoi^ity and temperament; 
rate of development; age oflinitiatioji of sensory 
aids and educational intervention; appropriateness 

' of the educational intervention to the individual; 
and physical appearance. 



Clearly, all these jvariaibles would have a be?uing 
on the educational status of an individual at any 
given moment and would also influence the educa- 
tional assessment process, instruments needed, and 
areas of assessment tO be covered. Assessment must 
be designed to meet the nee'ds pf any dfeaf-blind 
indfvr^ual. Libby Wagner (1970) pbinted out that 
the only_thing individuals in the deaf-blind popula- 
tion have in common with each other is the fact 
that at some time "they were believed to have a 
combined ^vision and hearing impairment.*' The 
deaf-blind encompass all the possible differences 
among people and more: «. ^ ^ . 

Anjong the deaf-blind there are the intellectuaUy gifted 
^nd the dull-witted, the weakly insecure and the 
ambitiously domineering, the passive and {he dynamic, 

the fearful and the bold It is all too easy, in a 

Iabel-n)inded society, 'to treat all deaf-|)lind peo|de as 
though they belonged to a single category, but this 
simplistic v i e w , fails Oo take the humf n equatiort into 
account-^Salmon, 1970). 

Assessment of Educational 
Programs for the DeaT-Blind 

In the offering of services to children classified 
as de*af-b1!!li, the term "education" has taken on a 
'broader usage and meaning than those ggene rally 
relating to the school or to th^ubjects of reading, 
writing, and arithmetic. 

Providihg education^ and developmental services to 
many of the rubeBa deafblind children whom'* we are 
serving has necessitated a broadening of our definition of 
education to a great^ extent. We no longer consider 
education as being those experiences which are tradi- 
tionally academic in nature. We consider ourselves an 
educator when we go to ^school in the morning and 
attempt to^teach children how' to button their shirt or 
how to brush their 4eeth, or how to go to the bathrodm, 
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or how to handle a knife or fork* This is education, and 
this is how it should be, fdr without this broadened 
delinition there wv)uld undaubtdily be many of the 
cMldren with whom we are now working who woilld not ' 
, be eligible for educational services (Hatlen. 1 970) . 

The Tie^d^ for educational assessment of the 
deaf-blind extends from assessment of sensori- 
motor development in infancy and early childhood' 
^ to assessment of the progress of the young deaf- 
blind adiilt who requires the 'services of an inter- 
preter to function in a traditional high school' 
prografri. Or even^ if one .so cliooses, to the young 
adult needing education under rehabilitation ser- 
vices or the auditorily-visually impaired fourth 
grader wlfo has been integrated into the pubhc 
school pro-am. 

Fischer and Teske (1974) view assessment as ''an 
integrated set of diagnostic exams of an individual 
child/' Webster d^fints jissessment as an appraisal, 
an estimation* This implies a judgment, and it 
implies, the discovery of assets- and liabilities seen 
against some theoretical or actual Structure of 
measurement. Hence, one' should have a point of 
view on the psychology of. the deaf-blind to 
identify the b,asic areas in which assessmeht is 
needed, to interpret assessment results, and to 
describe the deaf-blind child as a learner. 

Variables in Educational Assessment 

Befcfre beginning a survey of assessment models^, 
tools, app/oaches, and interpretation*; with regard 
to the deaf-blind, one should note that ^or years 

I theje*-, has been controversy in the field of psycho- 
metrics as to what kinds of tes^ or frameworks are 
appropriate to ^ase to describe children's current 
knowledge and ability to thinly. The trend has been 
away from' focwsing on test scores per se, which 
have, erroneousfy but frequently, been taken to 
indicate unchangeable characteristics. The move 
has been towarfj n^te descriptive approaches in 

" which an attempt iffnade to recognize that the 
child is a learner; is capable of change; and has, af a 
given time, at least some of the information 
included in a defined body of desirable informa-. 
tion, y~J 

' Scores, as results obtained from normative 
assessment tools or standardized tests, are useful 
for particular .purposes, including describing briefly 
certain facets of a child's current behavior with* 
respect to some describable standard or norm. The 
difficulty is .in knowing whether it is fair to 
cqnipare the child in question to the normative 
group, or, if on^ does, in knowing what the 



comparison really means. This J>ecomes a particular 
problem in the area of education for the deaf- 
J^lind, which is inheu^ntly heterogeneous and in 
which mdividual differences are the basis for 

•grouping. The alternative is to describe the individ- 
ual's performance capability- along some' describ- 
abfe 'Continuum, whether this be an outlined 
curriculum of knowledge or skills, sometimes 
referred to as criteriort-referenced tests rather than 
normative 'assessment, or along ,developrheotal 
schedules of normal sequences in learning. Using 
the latter approach, one hopes to be capable of 
determining "what a learner can do, regardless of 

'whether he can do it better than another learner" 
(Ricks, 1971). 

Variability exists not only in the choice of 
assessment tools or techniques but also in the 
ability of the person conducting. the assessment to 
make objective observations; to interpret the 
results of the assessmeht; and to know if, in fact, 
the child "took the test." In any assessment, 
factors of place, tfme, mood, weather, companion- 
ship, and health influence behavior. The assessor*s 
role is to be alert to ^nd name those facers that 
arc adversely affecting the behavior of the child at 
the moment. v . . 

Assessment should be based on the information 
that is. n^^eded to describe the deaf-blind child as a 
le.amer, followed by a listing of specific questions 
that are pertinent to the situation of the individual 
child in question. Presumably, one wouJd^then 
choose normative tests, descriptive approaches, or 
criterion-referenced tfsts, whichever would? best 
answer the questioi^s being asked. 

Scope of This Survey \ 

This survey is intended to describe t-he present 
status of theoretical constructs, tools, techniques,, 
and interpretive knowledge relating directly te the 
educational assessment of deaf-blind childrOT^to 
the appraisal of the indivi^^|s assets and liabili- 
ties; i e., his or her present ^P^rSewral areas of 
assessment and endeavor relate vitally to educa- 
tional assessment and to subsequent recommenda- 
tions or prescriptions' for education but are not 
treated in this {iresenta^tiojC^ 

X.Home: What are the indt^iduaPs family 
needs? What hav^e Been tht^«s«ets for him-'or 
her and the problem ar^^?^i^hat are the 
family hopes and expectations? What ^re the 
needs the family must plan for in the 
future? 
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2. School: What are the options regarding where 
instruction rmght l^ke place? If instruction? is 
on-going, who is the*person offering instruc- 
tion? Who are or be his or her classmates? 

3. Commw/i|fy: ^V^h^t. resources are available., 
locally? What'arfe fli^ cultural pr^sures? / 

4. Curriculum Edulational asse^slient mus| be | 
related to curriculum, since one must d#me ; 

' in what specific Ways '^mental and moral - 
' development are desired before appraising 
whether tl)ey have^een' achieved or what 
personal assets and abilities might be related 
to achievement.'"' 
^S. Sensory assessment ' C\tdx\y . the status of 
'^^^ v4sion and hearing deterjiimes or affects the 
testinj^nstaiments to be Used, interpretation 
of test- results, and method to be used. Visual 
and auditory assessment, however, will 'be 
treated elsewhere. 
6. A^icai neurological, genetic, and etiological 
mtus Health and central nervous system 
integrity affect current learning and longitu- 
dinal development. Assessment results in 
these areas ar4 a vital corollary to interpreta- 
tion of the description of behavior obtained , 
in the educational assessment^and often a vital 
corollary to choice of remedial techniques. 
For jexample, an individual may be easily 
distracfed and inattentive because of emo- 
tion^ distress. Such condition may be allevi- 
ated^ changes in management. If the cpmii- 
tion is the result of seizure activity, medica- 
tion will serve tjo change the behavior. 
These areas of assessment of deaf-blind children , 
or adults provide the ^rrucial basis for (1) interpre- 
tation of the educational assessment data which are 
gathered; and (2) choice of remedial techniques or 
plans. One should rememt»er this while surveying 
educational assessments, models, approaches, tools, 
and techniques, - 

ThQ Searcl\for Assessment Models: 
A Psychology the DeaY-Blind \ 

What is the effect of partial sensory li^nitation of 
vision and hearing on learning, on sensory adjust- 
ment, or on developmenf^ What is the effect of 
deaf-blindness? V 

Compensatory Sensory Adjust m^ent . ' 4 

Myklebust (1956) offers a theoretical structure 
for understandiifg and a^essing children with dual 
senSoiy impairments, based on recognition of three 
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major systems in the human being, each of which 
can suffer injury or aberrant development, .and 
each of which must be assessed: 

1 . The peripheral nervous system offers sensory 
capacity in hearing ;and vision as primary 
senses capable of near, and distant reception; 
touch a$ the n^tm^si vitalseifee, with some 
minim^ i possibMityi .for , distant contact 
througli vibratorf .sli|rces; Tfiffd taste (gustJh 
tion) and 'smeB |ol$(|tion)|af ^condary su^. 
piemen tary senses. Maldevefe^ment; of pip 
mary peripheral senses is jeferfpd to as deaf- 
ness, blindness, or hearing impairment, 

.2. The central nervous system, medianisms in 
the central neurological system itself,^ can 
malfunction, resulting in ajjermnt behaviors 
referred "to as brain damage, aphasia, epilepsy, 
or cerebral palsy, 

3. The term psychological integrity refers to the 
observable behaviors result from the effect 
pf central nervous system integration of sen- 
sory inputs frorh the peripheral system with 
the demand for adjustment of the individual 
to the environment. In assessment one piust 
consider mental ability, emotional devielop- 

) ment, social maturity, mentor functioning, and 
language development. ^ ^ 

Myklebust's assumption, which ' is, based on 
observation of differences in children with audi- 
tory and language c»isorders,'Js that ''an organism 
naturally attempt's to maintain adequate homeosta- 
tic relationships with its environment and that it 
does so on a self-preservation basis with the best 

^ means at its disposal." Sifnply speaking, a normal 
deaf child will make a shift in his or her sensory 
organization to utilize vision for both near arid, 
distant contact. Because the deaf child's problems^ 
are only with the peripheral auditory system, his or 
her ways of entertaining himself or herself, the 
things he or she le^ns in self-help, his or her social 
interactions, ^nd his or her performance on visual 
test items will indicate capability through use of 
the visual sense. Similarly, according to Myklebust, 
the deaf-blind child with good psychological integ- 
rity but serious impairment'of vision ?md hearing 
will use his or her lptact tactual sense in attempting 
tasks and deaHng with people and his or her senses 
pf smell and taste in a supplementary manner for 
examination and identification. Children with cen- 
tral nervous system dysfunction do not, then, show 
the same degree of compensatory sensory shift nor 

^ the same adequacy of psychological integrity. 



Using this theor^ffcal framework, Myklel^ust 
suggested an approach to the assessment of deaf- 
blind children, using parts of standardized tests of 
development and intelHgence and observations of 
behavior to determine patterns of adjustment. This - 
theoretical framework was used as a base ' for 
development of assessment techniques at P^kms 
School for the Bhnd, and it continues to be vital to 
interpretations of the various behaviors of the 
population of children. This construct assumes that 
human beings persist to adjust, even to the serious 
deprivation of to'tal deaf-blindness, and that the 
degree of persistence is determined by tJie ade- 
quacy of the integrating s'yRtem 

The different adjustment patterns are believed 
to have implications for methods "of education. For 
example, the peripherally injured, totally deaf- 
blind person for whom one-to-one instruction is 
offered with . language teaching through the 
Tadoma technique of tactual speechreading and a 
conversational, natural language approach can, by 
physical and sensory compensation, readily 
respond to education. On th^ other hand, a 
partially-seeing, hearing-impaired child, who shows 
an adjustment pattern that indicates areas of 
towered psychological integrity, may need methods 
of teaching m which emphasis is on the sense that 
functions more adequately, simplification of tasks, 
and §trUtture to promote focused attention on 
tasks at hand. This construct assumes that beliav- 
iors not due to actual losses of function will be 
amenable to educational procedures. Tins view of 
behavior implies.that some adjustment mechanisms 
may in fact be absent from the central nervous 
system. Robbms (1971) speculated about tfve 
severely communication-defective, congenital 
rubella children often described as autistic (Chess, 
1971; Guldager, 1970), suggesting that since gene- 
tically ' transmitted physical characteristics can 
result (most obviously mongoloids), genetic pro- 
gramming foE certain effective mechanisms may 
also be missingc^^Alechanisms suggested as possibly 
absent in son>e children were smiling at persons, 
eye contact, the tendency to cling; the- tendency to 
look for rules or patterns of organization in the 
environment (in people's actions and in language, 
for example); the. tendency to orient and scan in 
response to sensory stimuH; and the tendency to 
imitate observed behavior The implication is that 
the absence of such patterns of adjustment has a 
permanent ctTect requirinii methods of compcn- 
sdtidti that arc different^from those of simply try- 
ing to produce the absent behaviors themselves or 



try ing to improve the overall affective social envi-. 
ronment of the child. , 

Sensory Deprivation: Inadequate Environmental 
•Experience 

Whereas Myklebust emphasizes recognition of 
sensory residual patterns and gbservation of sen- 
sory adjustment patterns, others emphasize the 
limitations in seeing and hearing as seriously 
limiting environmental experiences, resulting in 
retarded development as wfell as psychological 
isolation. Massive sensory deprivation, rather than 
psychological integrity, is cited as having ^the 
greatest effect on adaptive behavior, emotional 
adjustment, and sensorimotor development 
(Browning, 1974), "It is impossible (oi; either the 
sense of sight or sense of hearing to assume the 
developmental burden^ of the other." Nevertheless, 
•the child is believed to need to "learn to utilize his 
or her remaining sensory pathways," to have 
"opportunities to learn to see and hear, to leam to 
organize the stimuli from the environment using all 
the senses."- * - 

Bisno (1972), Ashurst (1972), Chess (1971), 
Tracy (1970), and others cite Piaget's theory of 
child development during the sensorimotor period 
in support of this construct. The importance of 
adequacy of the environment for continued devel- 
opment through the sensorimotor period is empha- 
sized: 

Piaget defines!^ intelligence^ as, an ongoing process of 
organization and adaptation. It is ^gjictivity that allows 
the individual to develop a fixed sequence of "sche- 
mata" or behavior patterns through interatition with the 
environfnent. The environment provides stimuli which 
the child must actively assimilate or incorporate in order 
for his intelligence to develop. This interaction between 
child and environment is the crucial element in the 
development of intelligehce (Chess, 1971). 

Tlie deaf-blind child is seen as unable to progress 
within, the substages of the sensorimotor period- 
due to "the enormous experiential deprivation" 
resulting from the limitation on input caused by 
the sensory deficits (Bisno, 1972). Bisno explains' 
that the need to make adjustments to the world is 
neither perceived nor experienced by the child; 
therefore, whatever impinges on loim or her is 
assimilated into his or her present patterns of 
behavior, and developmental fixation is the result. 
Bisno suggests that , there may be central nervous 
system involvement but that it is impossible to 
assess maturation of iht nervous system because 
the sensory lirnlta|ion has isolated the child and 
arrested developmental change. This theory is 
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particularly applied to those congenital rubella 
children wl?o are, at age six or seven or so, still in 
the sensoriftiotor stage with autistic behaviors 
(Ashurst, 1972). The apparent absence of develop- 
mental change in sonte of the congenital-rubella 
children, in spite of preschool programming, is seen 
by Ashurst as a result of the fact that intervention^ " 
was not early enough. 

.The Piagetian developmental theory focuses 
assessment technique^ away fk)m a pass-fail system 
on test items and toward description* of what 
strategies the child has available for interaction, for 
viewing problems, and for solving'prdblems (Tracy, 
1970). Since the developrfllfTif^of schemas for 
mteraction is believed to be invariant in sequence 
^ during^e sensoriTnotor period and sinjce each is 
seen as prerequisite to the emergence of the next, 
the assessment structure lends ttself to early 
intervention methods (Quldager, 1970). 

Sen^^^ Deprivation: Isolation from Person Contact 

Van Dijk (1963, 1%4 67, 1965, 1968) dis- 
cusses the psychological effect of sensonlimitation 
on the mother-chi-ld exchange, emphasizing the 
isolation that occurs » as a result of change in 
maternal responsiveness to, and actual physical 
handling of, the child from^whom she is alienated 
by the sensory deficits. Movement is seen as the 
basis for the young child's establishing a k/iowledge 
of self (body), by movement in the world and by 
movement with people. When npgnaf maternal 
handling and imitation of motor behaviors do not 
• occur, the chijd does not develop an organized and 
Unitary ego. 

In A later writing (1971) van Dijk seems to be 
shifting or adding to the maternal-distanCe factor 
another factor-that of actual central nervous 
system difference in the child, which results in a 
psychoneurological inability to integrate fragments 
of experience and hence an inability in the child 
"to perceive tlie relationship between mother and 
pleasure." Because the child therefore does not 
differentiate between self and nonself, he or she is 
unable to generalize and unable to imitate. Because 
of his' fragmentation of perception and "lack of 
comprehension," he or she wants "to. keep the. 
world the same, and the often-observed, "rigid, 
invariant behaviors'' ensue. 

Van Dijk has projected* his theory into an 
educational plan that focuses on the need to 
encourage growth of the child's ego-consciousness 
through "development of body-knowledge." The 
educational techniques focus on music and move- 



ment-movem*ent in space, movement with a per- 
son, and, eventually, imitation of tnovement and, 
later, of word, 

Guldager (1970f generally sl^are^ van Dijk's 
psychological-effect viewpoint but adds to it , a 
neurological postulate. Referring only to a popula- 
tion of congenital rubella children, she sees the 
autistic behavior and motor inactivity of the • 
deaf-blind children as due to an isolating intefac-j 
tion of causes: (1) sensory deprivation from birth/ 
resulting in a lack of development of body image 
and possible consequent distortion pf perceptual, 
cognitive, arfd motor development; (2) isolation 
from their family because of their abnormal 
response, causing the family to ignore tjiem and to 
not handle them, and creating consequently an 
even more^ monotonous environment; (3) central 
nervous system damage due to the early effects of 
the virus on neurological growth; (4) frequent early 
surgery resulting in motor inactivity and additional 
isolation; and (5) eye surgery in particular possibly 
adding to regression and withdrawal as a reaction 
to sudden, increased sensory stimuli. The theory 
was postulated from this observed behavior in 
animals. 

Gujdager postulates a defective reticular forma- 
tion (after the theory of Prick, 1971), the result of 
which is that the child does not seek variation in 
stimuh as does a child with a noriHaL^ystem. 
Rather, the child "chooses" light-gazing or other 
repetitive behaviors over searching for arousal 
experiences. She also postulates Central nervous 
system damage on the basis of the observed 
perceptual problems; motor difficulties; olfactory 
and gustatory deficits; ipabihty to chew; mental 
retardation; and aphasia in certain congenital 
rubella children. Guldager combined this psycho- 
logical view with a Piagetian approach to assess- 
ment of sensorimotor behaviors and, for the 
preschool period, built an educational develop- 
mental model relating to certain assessed behaviors. 

Learned Behaviors 

A somewhat different construct* is apparent in 
'the viewpoint of Meshcheriakov (1962), who 
appears to be discussing the to^lly deaf-blind. He 
believes that all behaviors are socially learned, 
including the orientative reflex (a motor response 
on the part of the child, directed towards a better 
perception of the" object). ,He states that the 
deaf-blind child will, if isolated from social teach- 
ing of habits by "being restricted to a partitioned- 
off corner of the room, in bed, and so forth, "have* 
no investigative activities" and will have learned 
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nothing-to **walk, eat, or drink like a humao 
being,** language, or facial expressions, such as 
smiling when pleasech He states that the "bhnd and 

^ deaf and dumb" child possesses potential for devel- 
opment, but will remain '*an invalid" if left to his 
or her own effort^. Mesheriakov does not explain 
what behaviors are present that suggest to him that 
the individual is capable of change. His theory is 

' related to some educational steps but suggests 
nothing* with respect to assessment. In fact, at least 
initial assessment is unnecessary since the educa- 

. tional steps are invariant and build a set of specific 
behaviors. Meshcheriakov's explanations are only 
very briefly described. Even so, his approach seems 
to be similar to the approai:h of .the behavionsts, 
who look for no real explanation of behavior but 
merely go about changing them by manipulating 
.the environment and by offering occurrences ofc 
extrinsic motivation (Hitzing, 1972). 

Scheinatics or Models ' 

The contributions of schematics ot models to a 
theory ot-'development applicable to view the 
behavior of a wide range of, individuals with 
sensory disabilities are indeed useful in the search 
for a sy^tegu The educational status of any 
individual, his or her status as a learner, is at any 
given moment the result of cumulative influences, 
not of any single c^use. A te:ntative, schematic 
outline that .was used at Perkins and in which are 
noted aspects of persons and environrhent that 
must be considered by' observation, by interview, 
or by test in the search for total description of the 
learner and for an educational plan is offered in 
Figure 1 , on page 114. ^ 

Two models for the assessment of cognitive 
processes, viewed particularly as they relate to the 
development of language, are offered in figures 2 
and 3 on pages 115 and 116. Hammer (1974) 
describes an approach organized into four systems 
of behavior and a hierarchy of processes of organi- 
zation. The motor-output side of the schema is 
offered as the area c# evidence suggesting that the 
, sensory, perceptual, or conceptual events are hap- 
pening internally in the child. "As the system builds 
and becomes intact, there is a collectioa of, these 
experiences (sensory and perceptual) which, is 
stored and 4)ecomes^hat miy be called memory 
.... If the process of -organization is intact 
through th€se levels, it is possible for the person to 
progress a. step further, to the emergence of 
concept formation in the individual." Concept 
formation is defined, in Hammer's discussion, as 
the ability to call upon sensory, perceptual, and 



memory l^ehaviors ^to initiate or generate new 
activities, and to irifluence and <act upon the 
' environment. "Concept formatjion, per , cannot 
be observed; concept formation can be measufed 
bn th^ output side . . . througli ideas, thoughts and 
language,'' (Hammer, 1974).' This model apparently 
is derived from thak of Wepman. Tlie model 
offered by Robbins (Kobbins, and others, 1970) 
(Fig. i), relates to that of Hammer/Wepman but on 
a less explicit level. >j 

Summary 

Those commenting on theories of behavior with 
respect to the deaf-blind have focuSed on explain-. 
Ang the autistic and developmentally infantile 
behaviors of ^ large number of the* congenital 
rubella population. Their combined efforts recog- 
nize the developmentally disabling'^^irffeQls of 
central nervous system damage, damage to the ego 
(1) by isolation from people impaired by sensory 
limitation; (2) by actual prfysical isolation, as in 
hospitalization, and by parental rejection responses 
resulting from the child's initially deviant respon- 
siveness; and (3) by isolation, sensory and physical, 
from sensory and sensorimotor* experiences suffi- 
cient to stimulate eontinual development. Through 
infant-stimulation programs some of these effects* 
are avoidable; through education of family ^d 
child, ^some are remediable. Some of the effects 
are, however, presumably permanent limitations. 
Prbfessionals in the deafrblind field disagree as to 
whether it is appropriate to .attempt through 
assessment procedures to differentiate, in the 
behavior qf the individual, that ^which can be 
changed by means of stimuli or education and that 
which is permanent limitation, or whether it is 
even possible to do so. It 'is. a fact that many 
parents ask, and more think .to themselves, "What 
will he be able to do when Tie is twenty?" 

Myklebust and Meshcheriakov were theorizing 
from popjulations that included some children who 
were not congenital rubella children. Therefore, 
they contribute another impor^^nt part to the 
development of a psychology of the total deaf- 
blind population: the idea of the importance of * 
social learning, through visual imitation and 
througii language, for humanization and accultura- 
tion, and the idea of the persistence of the human 
being to learn and to compensate for severe 
deprivations if offered a minimal amount 'of 
personal attention and physical ppssibility in his or * 
her environment. 

Any psychology or assessment model for the 
deaf-blind must recognize the possible influence of 
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Fig. 2. Language disorders 



history (genetic and cultural effects), integrity of 
body and brain, different sensory capacities, physi- 
cal and chemical changes accompanying physical 
growth, different child-rearing pr^actices, and dif- 
ferent environmental richness or' poverty on the 
development of thp individual in question. 

Some General Assessment Issues 

Puring the past ten years, three trends have 
developed in educational assessments:^ 

1 . A^^ultidisciplinary team of specialists, includ- 
ing medical personnel, who work separately, 
leaving coordination of im^ressiqns and^ 
recommendations to one membp of the team 
(Curtis and Donloh, 1969). (The team may or 
may not include the parent as an active 
ntbmber.) 

2. An jnterdisciphnary approach, Os^g a number 
* of specialists but arranging for actual in- 

perSon exchange between the specialists an<J 
/even mutual, simultaneous obserVatioo of- a 
child (Fischer an(f Teske, 1974; bobbins, 
1975). 

3. Use of a develbpmental checklist by the 
teacher or observer to structure and organize ' 



observations (Stillman, 1974).(Stillman favors 
the teacher as observer since such provides for 
' greater flexibility in time ^nd in variety of 
situations.) ^ ^ 

The tendency seems to be to lise the team 
approach for initial assessment oir for traiT\ing 
demonstrations but- to rely on teachers for ongoing, 
periodic, educational assessments, ik* particular 
to measure student progress. 

The multidisciplihary team, usually organized in 
a medical center, consists of specialists in fields 
such as ophthalmology, pediatrics, speech pathol- 
ogy, arudiology, occupational therapy, physical 
therapy, and social* service. The specialists see 
deaf-blind ghildren a^ a relatively small facet of 
their total ca^ ' load. The perspective may bje 
helpful A somewhat different. viewpoint is found 
among some interdisciplinary teams (Robbins, , 
1975) that. work m9re exclusively with deaf-Wind 
populations -^nd' whose members each represent 
more fhaii one area- of specialty, all focused toward 
education. Most interdisciplinary or multidisci- 
plinary -t^ams-^use a,» person whose title is, or who 
fills the role of, e<iftcation specialist in the field of 
deaf-bhnd education, ^is persoH often acts as 
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^ordinator of the report information and i5re- 
, • sumably, ^'could act to attain more interreJated 
thinking on the part of individual specialists. 

In 196.2, Joan Shields of Condover HaH com- 
mented: » • •H 

Our genera] feeling is that while every use should be, 
m>(Jc of tests, machines, experts, whenever and wherever, 
^ available^ the factors of human intelligent observation 
and care by people working with the children ^re equa^y 
important. Nqbody should refuse to carry out tJ^e 
• assessnlent and eventual education df deaf-blind children 
just because expensive equipment and ^^xper^s are not 
available. Just get on with the job. In tmie^ equipment 



Fig. 3. Process teaching: a system approach (Hammer, 1974) 



. will become available and you yourselves wril become 
the experts. 

Preliminary Data ' * * * 

Myklebust (1956) described a ge^nerally valid 
approach to collection of .preassessment materials 
on the child. Dpnlon (1970)^ in describing the 
Syracuse University psycho-educational evaluation^ 
procedures, stated that prior to the evaluation,^ 
developmental • information - wa& , collected ancl 
school and anecdotal records and all historical 
data, such as previous medical tests and treatment 
data, were obtained.- Two rather complete forms 
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for collecting .historical data M available, the 
Mountain-Plains Regions Developmental Scales 
, (undated) and the Michigan Manual for Assessment 
of a^ Deaf-Blind'' Multiple Handicapped Child 
(1973). 

Assessment Sites \ 

Some educational assessme^jts that are -carried , 
out by teams of "specialists under a medicaU 
structure require the student to travel to a major 
*=^hter and then to. be seen in different rooms by 
•different specialists (Conlon. 1 97 1 ). Hitzing ( 1 974) * 
explored the pdssibiUty of a traveling interdisfl^ 
■ plinary regional team that would, work with a 
^'home team." The regional team would assess a 
chil^ j^hile the home team observed. Each would 
consider its own report, and then discussion would 
ensue The project was designed as a training 
, project for local assessment teams and as a means 
of communicating assessment information wifhin " 
the region. Moriarty and others (1971) recom- 
mended observation of the child m a variety of 
situations with his or her parents or surrogate- 
patent, in the classroom, outdoors, and in situa- ' 
tioris with and witj^ut a familiar adult. Robbins^ 
(1975) describes the benefits to families of general 
educationaf assessment procedures conducted in a^ 
school that offers service to a large population of 
deaf-blind students of all ages arid a wide range- of 
developmental and academic levels^. ^ 

Techniques for Collecting Primary Assessment Data 

According to Donlon (1961), two general tech- 
niques are used to collect data on the child 

Standardized or objective descriptions Donlon 
points out the rf^ed for^more objective, scientific, 
and valid research methods for (1) reporting 
performance on standardized test ^measures, which 
already have bffilt-in procedures and scoring crite- 
ria; or (2) clearly describing situations "or behav- 
iors of importance so that ancTther person could 
name the same behavior if he^r she saw it again. 

Subjective descriptions. Subjective descrrptions, 
on the other hand, offer different dat^. According 
to Donlon, there is ''much to be said for emotional 
^ ' attitudes and the factor^lled clinical insight when 
dealing with human rerationships." However, he 
embarked on a sfudy that also ' points out ti^e 
. misunderstandings resulting from using abjective 
desc/iption%too freely. 

. In the early day^ of education. for the deaf-blmd; 
no standardized or ^objective procedure^ were 
available for des<^bing beliavror or learning of 



childten.;However, teachers still noticed differences 
among students and made records of sojne of the, 
differences in their choice of descriptions in the 
•reports or correspondence about the studej^^s 
behavior, pifrs«rfiality, and progress. For exahiple, 
the following phrases, representing the thoughts of 
a-number of people, were pulled from the records 
on Leonard Dowdy, a very capable deaf-Jblind 
student who made- ready progress in language, 
acaderfiics, and life: ''so anxious to learn . . . '*so 
normal in every way . .'. *'eager and active . . . 
"a bright and interesting little fellow . . ''willful 
ways . . . "had to have a i^eason for every- 
thing . . . and ^'inner^motivation to explore" 
(Slenquist: 1974). 

• Curtis and Donlon (1969) reviewed the records 
of 70 'multihandicapped children who were eval- 
uated by means of a team approach that was heavy 
on subjective descripiio]>^ and light on objective 
ciata. They found 1,64^ different t^rms used to 
describe the children, with a very high percent 

' referring to judgments, observations of behavior, 
and physical status rather than to formal t^si 
results or furtctional skills. The reports, according 
to Donlon/1969), all included /'inconsistencies, 
repetition, , and incompleteness." The percent of 
pfectical recommendatjpa3 was very low. Curtis 
and Donlon re^gnizerf the need for more stan- 
dardized procedures for communicating informa- 
tiop about ttie child from person to person or from 
one agency to another. They proposed a videotape 
protocol, with generally standardized' procedures 
for objectifying the adult's impressions 'of a fhild. 
Elzey -iundated) designed an Experimental Obser- 
vation Rating^ Instrument to "facilitate systematic 
recording of U^e* bt^haviors of a preschool child," 
and to "facilitate obtaining objective descriptions 
o£ individual children and>h^r interaction with 

,1heir school environment Elzey listed a set of 
variables: type of experience, child's involvement 
lev^l, other direction, person involved, activity 
level, mobility, self-direction, cognitive behavior, 
expressive communication, and %£fect. A list of 

, categories was included for each. A category was to 
be checked for each variable at one-minute inter- 
vals over a 15-minute period. For example, cate- 
gories for "type of^xperience" were "none/' * 
"sensory," "manipulative," "large muscle," "social 
cognitive/* and "other"; and for "involvement 
le^el,'' "none," "low," "medium," and "high," 

Structured Versus Unstructured Environments 

' Most agencies recognize the importance of^ 
assessing the child in two kinds of situations. (1 ) a 
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-structured environment in which definite tasks are • 
offered to him or her#md in which there isimphed 
necessity for personal 'interaction w[th the adult 
since the adult is making requests, giving direc- > 
tions, offering praise or correction, and com'muni- 
catmg; and (2) unstructured envirouments m whi^^i 
the child is left free "to do'^ with whate*^er is 
available whenever he or sife wishes. This frame- 
work, used by Myklebust (19-56), has always been 
a basic structure in the* Perkins assessment scheme 
(Davis, and others, I^obbins and Stenquist, • 

1967). The unstructured play environment in the 
Robbins and SlenquiJ^ scheme includes a wide 
variety of toys and at least one adult m^the room. 
Other unstructured situations 'would be those 
. occiming at dinner time, on the playground, and at , 
b.edtime The videotape* telediagnostic' protocol gf 
Curtis and bonlon (1972) is designed with fewer 
^jwterials to suggest to the child. the possibility of 
personal interaction with thc^ adult present in the 
unstructured situation.* Browning (1974) recom- 
mends an adaptation of, the niodels for structured 
and unstructured -situations usQd the telediag- 
nostic protocol. 

Appfoaches to Cognitive Assessment i 

Burroughs (1970) summarized' several 
proaches to solving the problem of assessment and 
adopted the following tefminology' 

1. Perkins approach (ftormative data) -This ap- 
proach is characterized by persistent use of 
standardized tests in one's own population so 
that norms for that situation are .gj-adually 
developed. ^ • , . . 

2. jami^son approach, (practical adaptions)- In 
this approach items are chosen frpm develop- 
mental te*>ts (the* CaiteW Injant Scale and 
DenveK^Developmehtal Scales), materials are 
adapted; and observations of problem-solving 
,and. ways of learmng'are then made. \ 

1 Hammer ai^proach v( specific protocols) Areas 
believed to be important for curriculum are 
selected, and developmental locales are elabo- 
rated m each (Hammer 1974. Fico^^ieHo. and 

, others. 1974) ' 

A. Guldager approach (Piagatian scales)- A scale , 
concerning body image imitation and bod^ ' ' 

' concept based oh Piagef 's s\\ stages of deVel- 

, opment ij> the sensonmotor period was devel- 
* / o^ed. Observahons res^k jn assigning the 

* child to a particular ^tate and- then drawiftg 
upon the outlined developmental ta'sks that 
are appropriate. Assessment is directly applied 
for educational purposes. .^^ • ' 



5*. Elzey approaJi^^experimental scales)-^Two 
'new scales fc^ the purpose of ot)jectifying 
observdNons were designed. Onescale includes 
Items that represent ''criticaTDehayiorSi in 
Hhe child^'s functioning" in behavioral terms 
and includes statements of relative compe-; 
tence jn performance.' The other scale is ^the 
Observational Rating, Scale^ which was de- 
scribed previously. 

What Are the Time Requirements? 

Time requirements for a general educational 
assessment differ somewjoat, partly on the basis of 
the agency position r^arding the psychology of 

'the. deaf-blind. For example, Lyall (1972) and 

'Henry (1973) have dev^oped a ten*minute screen- 
ing" test to be used* to assfgn retardates in state 
schoohs to ope of several program levels and to 
assign a r^tmg usable for making priority decisions 
for' placement in programs. A, total, multidisci'- 

.plu^gry evaluation at Syracuse (Curtis, and others, 
1970) requires four atid a half days, the evaluation 
at Peabody requires five^ days. However, some 
suggest that this time is too short because oftte 
complexity of the children. Brandt (1969) recom-^ 
mends three 6r more months because of the "need 
for in-depth; evaluation due ' to the fact that 
children are' far below their chronological age*" 
The Michigan School for the. Blind (Monk, 1973)^ 
has a diagnostic classroom approach (five to six 
weeks) with a four-day clinical 'study at the 
Institute of Study.. of Mental Retardatioa and 
Related Disabilities. 

The Perkins School for the Blind Jias offered 

' varying time schemes. Eariy in its assessment 
undertaking, children were given/ diagnostic trial 
periods 'of a year or itiore in the de^jartment to 
determine if language instruction readiness w^s 
latent. Later this trial period was dropped. During 
the past rubella epidemic period, evaluations lasted 
four and a half days, with three or four families 
attending 'a1 the same time. The advantages of hav- 
ing the mteraction of families and having evaluations 
in a school wUh a rather wide cross section of the 
deaf-blind population are that this p^opulation 

• lends^ a background of experience to the staff and 
permits parent olftervation of other children to 
gam perspective on problems of their own child. 

The time requirements for measurement of 
student progress are equally variable, ranging from 
a statistical technique carried out on a set of 
ratinjf?N)btained wjth a single three-year period 
interval (Tweedie, 1974) to teacher measurement 
of prog^ss using developmental checklists four 
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• times each school year. Apparently, no reference is 
made in the literature to any definite plab for team 
reassessments of individual students to 'ensure 
appropriate program placement. The nature of the 
deaf-blind population would jsuggest changing ' 
needs ay^a prime characteristic, with movement 
into or out of classes focusing on sensorimotor 
development into ^classes focusing on language 
instructioti, shifting .hearing level, and changing 
visual status. Absence of comfnent on this in the 
literature is an omission of concern with regard "to 
organization *of general- assessment procedures. ' 

Purposes of Educa^nai Assessments 

^ Burroughs (1970) points' out that in chooiing 
Assessment instruments or approaches, one needs 
to ask. Who needs to know what? She points oiit 
t^iat the three categories of purpose require dif- 
ferent techniques and even different reporting: (1) 
legal purposes such a^s qualifying for particular 
programs or financial aid, Nvhich might require 
labels or numerical scores; (2) medical purposes 
such as test data relating to fitting of hearing aids 
or glasses or de\4elopmental levels to assess need for 
special therapies; (3) educational purposes to 
choose program, to select methods, to identify his 
or'lier place with reference to a vague curriculum 
of life, to choose mode of communications, to 
identify learning problems, to select remedial 
techniques, and so on. - ' 

The literature dpes not always state clearly the 
relationship intended between approaches, tools, 
or techrtique»and assessnfent purposes. Therefore, 
another category should be added to those above: 
I>lanning purposes for data that will enable families 
, to plan for their futures financially; to make 
geographical choices, if necfs^ry, professionally; 
and to enable schools, local programs, regions, and 
national administrative staff fo plan for future 
pr9gram needs. 

No one national plan has been developed for 
conducting educational assessments of deaf-blind 
children. Competency of staff doing the assessing, 
physical ^location or professional association of 
assessment groups, preliminary data collected, 
techniques* for collecting primary data, choice of 
approaches to cognitive asse'^ment, and length of 
time required all vary, depending on the. purpose of 
the assessment. 



Tools and Techniques for 
Educational Assessment 



No nbrms, no standardized tests of intelli^ce, 
and no means of! assessing cognitive behavior are 



' available for use with the deaf-blind. However; 

since 1956, when Helmer Myklebust initiated the 
research and testing program at Perkins, tests 
standardized on blind, deaf, and nomial groups 
have been used with partially seeing deaf-blind 
crfiildr^n. A body of loiowledge doe's exist with 
regard to the performance of partially seeing, deaf, 
or hearing impaired children on standardized tests. 
However, it is scattered and difficult to pull 
together dUe to the variability invests used, in 
clinician approaches^ and in complexity xif vari- 
• ables among the population itself. 

According to recent responses to a questionnaire 
sent to all Regional centers and ^few rtiajor 
evaluation centers and from evident throughout 
the reference literature, many 'agencies continue to 
• use normative tests and feel comfortable with them 
for purposes of describing on^* rating scale 'gross ' 
differences in functioning by comparison with the 
scores of the normatfve population of the test itself 
(Robbins and Stenquist, 1967; Cocjiran, 1969; 
Chess, 1971; Moriarty, 1971;DuBose, 1975; Das, 
1975). 

A list of standardized tests and a small number 
of new nonstandardized tests in use ^mong agencies 
routinely assessing deaf-blind children 'are pre ^ile J — 
on page 139- 

ReportecLResuits on Use of Tests 

Quring the period of initial use of standardized ^ 
tests at Perkins, Stenquist (1^59) points out the 
need to recognize the individual effect of sensory 
and cognitive handicaps on quantitative test scores 
and the consequent need to consider simulta-^ 
neously qualitative behaviors in use of vision, use . 
of hearing, use of any or all senses for exploration, 
ongoing communication,' response to people, re- 
sponse to objects and toys, level, of learned 
.every^y behaviors in self-care skills, level 
curiosity, quality* of attention, learning improve-, 
f ment with repeated trials, emotional behavior, ' 
^ personality traits, and degree of involvement 'in 
approach to problem-solving on the presented 
tasks. Since Stenquist (1959), attempts have been* 
mafie to objectify behavioral observations in many 
of these areas (Elzey, 1974; Curtis afid l>Mlon, il 
undated). . >y^^ 

Robbins and Stenquist (1967) offered descrip- 
; tive information on some characteristics of 88 
congenital rubella students who had been or were 
. enrolled in the Department for Deaf'-Blind Children 
at Perkins. They included (1) a listing of standard- 
ized intelligence tests and developmental test^n 
the sighted, hearing, deaf, and blind populations. 
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and a selection of supplementary test items cover- 
ing a mental age range from birtK^to adultho^, . 
sampling cognitive abilities as well as personal- 
social skills; (2) supplementary, innovative material 
on assessment of a parallel cognitive-related skill 
(for exdmple, communication and language of the 
nonverbal, nonoral type); and (3) brief summ'ary 
statements'p5 visual and auditory acuity, etiology, 
and educational opportunity. 

The authors speculated on the probabilities for 
communication development and educational ^ 
growth of identified profile types "ill the total 
group, basing speculation- on the children's behav- 
ior wer4he years and on background knowledge of 
.deaf, mentally retarded, blind, and cerebral palsied ^ 
childre^ and their progress. The pipfflfs to be made 
were that " important educattonal- differences 
existed m the group, and th^ differences had 
implications for prografti needs. ^ 
, The Ontario School Ability Examination for 
deaf children was among those tests used in the 
study of congenital rubella children. The authors 
judged the test as sensitive to some differences 
among the partially-seeing, congenital rubella 
group since the spread pf scores ranged from 11 
through 95 



Ontario IQ 

scores. 30 3049 50-69 70-89 90-100 
NKimber of 

" students 6 6^ 2 3 9 

All reports on a large group of congenital rubella 
children (Robbins and Stenquist, 1967; Cochran, 
1969; Chess, 1971) showed a wide range of test 
scores, seemingly suggesting differences among the 
population m demonstrated cognitive capability at 
the time of testin§|^ 

Since the writers ^ere woiried by the confusion 
often occurring as to whether j-tem or test failures 
were due to limited visii)n or immature thinking, a 
somewhat naive but not totally i^ninformative 
atterlipt was made to correlate visual 'capability 
wfth test scores. The suggestion was that vision was 
not* an adverse factor; witnessed bV the incidence 
of high scores among children with very Tmpaired 
vision. However,- without actual evidence, the 
correlation of a distance vision test with a perfor- 
mance test requiring near vision leaves the results 
open to skepticism ."^ Perusal of the tests listed on 
page 139 shows a large preponderance of vOry 
visual tests using very small picture items {Letter 
International Perfornmnce Scale. Hiskey-Nebraska 
Test of Learning Aptitude for the Deaf, W^chsler 
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Intelligence Scale for Children (WISCK 
Goodenough'Harris Draw-a-Man, and so on): As- 
suming that njost clinicians use reasohable judg- 
ment, this array of tests would seem to imply a 
great deal of functional vision in the ^eaf-^blind 
population. 

' Robbins and Stenquist (1967) su^ested that the 
Ontario School Ability Examination,^ supple-, 
mented by other described behavioral observations 
of play and coiflmunication and several additional 
4)«rformance items at or below a two-year mental 
level (WalUn pegboard, Gesell formboard), is ^ 
useful test instrument for' screening children^ for 
general program type and level needed and particu- 
larly for readiness for school, since children could 
be compared on a ranking system. The Ontario 
School Ability E:i^amination items and^mmunica- 
tion requirements were seen as very ai5propriate 
sampling behaviors needed for participation in a 
school setting. School was implicitly defined as a 
situation in which an exchange of attention, 
communication, and information occurs between- 
teacher and student; 'in which the student has 
developed beyond the sensorimotor period and is 
able to consider ideas by imager>( and to approach 
problems thoughtfully rather thah manipulatively; 
and in wljich imitative behavior is needed to learn 
begihning language. Given this conception of 
school, Robbins and Stenq'ufst developed guide- 
lines for classifications-;of^ectacability based on 
several factors seen' as suggestive of minimal educa- 
bility: Ontario Schoof Ability Examination score 
. of 50 or above at age six years or older; evidence of 
emergent repr^ntatiojial thinking in play; evi- 
dence pf emergent ability to refef lb thjiij|p|| jputside 
of and separate frojn oneself in commiM|fcation 
with another person. 

Stenquist also commenmpn two oth^x^S^^flh^' 
include prima/^ily syn^lif^-Tcpfesenta^tional test 
items. the^JV/SC standardized on normal children ' 
and' used extensively with deaf children; and the 
Hiskey-Nebraska Test of Learning Aptitude for thej 
Deaf standardized ' on deaf children. Since the 
Ontario School Ability Examination incjudes no 
representatienal Items, the four subtests using 
pictures from the Hiskey-Nebraska Test of Lam- 
ing Aptitude were suggested as additions to the 
Ontario School Ability Examination. Also pointed 
out was their diagnostic value in identifying the 
child with high nonverbal, perceptuaHnotor, mani- 
pulative, and pattern-making skills but low in the 
representational capability that is more closely 
correlate? with language-learning behavior. The 
Hiskey-Nebraska Test of Learning Aptitude for the 



Deaf pictures are small, and Stenquist suggested 
that children with less than 5/200 correcteii 
distance acuity not be givew^^the test and that the 
visual capacity of the child as demonstrated on 
other, simpler, identical in size, picture-matching 
material or 6n the simplest Uiskey -Nebraska test 
of Learning Aptitude for the Deaf picture' item 
could be used to differentiate visual versus cogni- 
tive failure*^ 

In discussing the WISC, Stenquist commented 
that the occasions* when It could be 'administered 
were few because of its high symbolic content and 
;tlie great degreel)f difficulty that the^partially- 
seeing deaf have with symbols. Elioseff (1971) 
cautioned against the tendency to avoid offering 
test items that.one' knows a child cannot perform. 
This caution is important one. If ^a range of 
items sampling different areas of thinking or 
performance and different types of rhental abilities 
is not offered, when one describes what the child 
can ^d cannot do, one will certainly not differeri- 
tiat^among the learning problems of individual 
children. The developmental scales for the most 
part^ sample behaviors that can be learned: per- 
ceptual-motor or perceptual-cognitive behaviors. 
The standardized intelligence test described here 
samples cognitive functioning applied to a variety^ 
of task situations. ^ 

A wide range of performance and a variety of 
differences have been described in the congenital 
rubella population by Chess (1971) and Cochran 
(1969). The Cochran^ study used the Denver 
Developmental Screening T^st and the JJesell 
Developmental Tests with the. congenital rubella 
group enrolled in Baylor's Diagnostic Nursery 
program. Cochran (1969) commented: 

Immature or rMadapt^e behavior, inappropriate emo- 
tional respons^, and la<fk of environmental awareness 
have prevented optimal group participation. This com- 
•bination of factors prevents performance on standard- 
ized age -appropriate tests of intellectual functioning 
from being comparable to that of the normal child. Thus 
all of the children mea^red in the range of decreased 
intelligence function regardless of potential intellectual 
ability. ' - 

Chess (1971) used the Cattell Test for Infants 
and ^ung Children and the Stanford-Binet Intelli- 
gence Scale,' Form L-M, supplemented by a general 
per^nal-spcial skill listing, observations of temper- 
ament, and* parent interviews, in the new York 
University study of 243 preac^hool congenital ru- 
bella youogsters. The battery discriminated among 
the children, ^and Chess made the fdllowing general- 
izations: ^ 



1. The. study revealed a definite <;orrelation 
between the number of physical defects and 
the display of behavioral pathology, although 
there was vnib^'*a necess^ or inevitable, 
relationship.'*^ 

2. Congenital fabella is not only a multisystem 
» disease, bu^^ It is also^ a continuing disease. 

Changes and additional handicaps should be 
anticipatedAs the child grows. 

3. Mental -retardation is,^on5 of the major con- 
sequences of congenital rUbella;.37 percent of 

the group had various degrees of mental 



retardation, most^ falling in the severe to 
' profoundrCategory. 

4. Central nervous system damage is highly 
probable in children in the group and may be 
responsible for* distortion in thou^t pro- 
cesses, delays in cognitive advances, and dif^ 
ficulties in hearing or in use of hearing. 

5. The incidence of autistic characteristics was 
high; 18 children were identified as being 
autistic. ' ~ , ^ 

6. A discrepancy was cominon between routine 
daily performance'' and a child% maximum 
performance. Chess stated th^t it is vital to 
report both so that parents and teachers can 
realistically judge what demands and expecta- 
tions are appropriate- 



Critique of Normative Tests for the ^ 
fitat'Elind Population - # ^ ^ 

As was "mentioned earlieK psychologists and 
educators in generic *are skeptical about the use of 
normative tests. The intent of a normative test is to 
enable one to" compare an individual's score with 
Hthose of ^an identified group or to compare one 
group with^ another group.. Rick (1971) points out 
that "a pereenlile or a stanine or a Cental a^e^ 
IQ has no^ meaning apart from the obstrtCd 
collection of people's scores (norms) on which it is 
based" and that the nature of the normative group 
will determine the "look" of the individual's score. 
•Persistent problems ;OCcur in selection and in 
interpretation when one applies tests standardized 
on other groups, and for this reason many people 
are most cautious in using such tests. 

RiJk and many^ persons assessing deaf-blind 

. children feel that local norms that are developed 
by'li&ing a test on a group are useful when looking 
at what a group or an individual^^imln a group can 
do but are not as useful for looking ahead' to 

. predict* what an individual may be expected to do 
in the futufc.^ ^ 1 
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In the deaf-blind field, critique of use of 
standardized tests has come primarily from persons 
woricing with the more severely impaired deaf- 
blind children because these children almost invari- 
ably score at the minimal level on the scale. 
Stillman's objections include the following: (1)^ 
time limits are often adverse to the child's best . 
performance; (2) tests are based on the assumption 
that communication, with the child through audi- 
tory or visual. channels is possible; (3) tests are 
based on the assumption that the child has 
sufficient language base to comprehend elementary 
instructions;^) tests are based on the assumption 
that the child has developed socially to the extent 
of being able to interact with an examiner, who is 
usually a stranger; C5) frequently included are 
items that require experience and knowledge of the . 
environn^ent that a deaf-blind child lacks because 
of his or her sensory impairments and general delay 
in language and social development; (6) com- 
ponents when usable are not easily translated into 
more effective educational or .therapeutic pro- 
grams; (7) these tests must be administered by ^ 
specialist; and (8) modification of items throws the 
norms off.- 

The effect of. such critiques lecj! to expansion of« 
(developmental scales focusing. on self-help skills, 
motor behaviors, and communication/language 
behaviors, which -has proved helpful in basic 
assessment of children performing below a three- 
year mentaHevel aitl which has led to a curriculum 
approach for the early level of sensorimotor 
development. However, several comments, should 
be made in response to some of the objections. 
First, it is true^at time limits often add a factor 
adverse to determining a cerebral palsied or visually 
impaired child's best functioning; but it is quite 
possible to select tests that are not timed (for 
example, the Ontario School Ability Examination. 
the Leitet International Performance Scale, the 
Hiskey 'Nebraska Test of Learning Aptitdde fol- the . 
Qeaf). Second, for the most part in the deaf-blind 
population, residual vision or hearing 'is available . 
for communication purposes. Third, tests standard- 
ized for deaf children are based on the assuifiption 
that conjmuhication can be accomplished tfu-ough 
situation aad simple gesture only. Fourth, tests 
differ in the degre^-of social interaction necessary; 
for example, iht dntario School Ability Examina- 
tion requires a great deal of social interaction, 
while the Leiter^ International Performance ^cale 
requii-es very little. Social interaction (attention to 
persons, imitation, a search for communicated 
intent) is vital to language' and is therefore of 



interest in the test situation. Fifth, components ard^ 
not translated as readily into a daily therapeutic 
program as a system of sampling knowledge within 
the context of a curriculum; however, a competent 
school psychologist can, with such standardized 
tests, make recommendations as to the level of 
instruction that is heede43ii particular areas and 
recommendations as to the most d^sirabl.e instruc- 
tional methods. Sixth, some test items* do require a 
background of experience (the WISC picture story 
arrangement subtest, for example) that a deaf-blind 
child might riot have. However, many tests relj^ire 
no background of experience, but do require the 
ability to assess the presented, visual situation and 
the ability to find a solution. Some children can 
^ess visual-perceptud material and can build 
visual configurations at a high level but are totally 
unable to fmd, more subtle relationships among 
^i^le pictures or to reproduce a patterned move- 
ment occurring in a time period. Such differences 
are associated with particular classroom and life- 
long learning problems. Seventh, special tests need 
to be given by specialists who have a broad base of 
testing experience and .who can relate the informa- 
tion to other disabilities, to general learning strat- 
egies, to program need^for the total group, apd so 
on. This complemenAhe need Stillman empha- 
sizes for nwre detailed descriptions of ea rly beh av- 
ior. Teachers could use such descriptions to make 
assessments, and could apply the descriptions 
directly to the curriculum. Eighth, the experienced 
clinician does not . report or consider only end 
performance. Rather, he or she makes-a wide range^ 
of behavioral observations on learning, problem- 
solving, communication, motivation, and effect by 
using the standardized tasks as an objectifier for his 
or her own observations of and generalizations 
about each child'. Hence, to an experienced clini- 
cian, any reputable test can serve-as a springboard 
for crucial observations related to child 

management.. 

,=-- • 

Summary ' , 

To include selected standardized intelligence 
tests in an assessment battery seems desirable. To 
choose to use nationally one or two of the tests 
,that have been use^d most pften with the deaf-blind 
population is^ also desirable so as to utilize the 
accumulated information for longitudinal study of 
change and to build a body of information on the 
deaf-blind. An organized system for analyzing 
subtest resrtts,' problem-solving strategies, and 
affective and communicative behaviors encountered 
^in the standardized test situation could be 
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developed and geared towar^ practical educational 
issues. Examination of visiiaJacui^ or of capa- 
bility with respect to ability ^\visuall>^ appreciate 
subtest items is vital, and adaptations of test items 
that are deemed nece^ry should be described so 
that they can be replicated from one te$t situation 
to the next. " 
Standardized or normative intelligence tests have 
. * been used with partially-seeing (as low as 5/200 
^jj^ce acuity)Jjeaf^or hard-of-hearing children 
forparticulaf ^ purposes: (1) for screening children 
for .general program need, since general cognitive 
* ^ level is describable by considering subtest perfor- 
mances and basal and ceiling lejvel on a particular 
chosen test; (2) for efficiently describing subgroups • 
of chfldren with particular profiles, including sub- 
test scatters affecting choice of edtwational pro-' 
cedures or situations; (3) for planning regionally or 
nationally; (4) for effecting a standardized situa- 
tion in which fo sample the child's ability to think, 
to consider, and to*^ceive ncfhverbaLdirections; 

a (5) by using total scores as one reasoi^bbly 
ctive measure, ^or ranking groups of children, 
scessary, for purposes of making program cuts 
— or, shifts of population among programs. 

The appropriateness and usefulness of the infor- 
i mation gathered from the test will always be 
i * dependent upon thje clinician's ability to select a 
test for the individual, to rate peripheral behaviors, 
to utilize adjunct measures, and to interpret r^ults' 
' into practical terms^relating to classroom or every- 
day behavjor. 

Use of Developmental Schedules 

The use of compilations of developmental 
checklists has received impetus from (1 ) dissatisfac- 
' tion with standardized tests for describing the 
more severely impaired children; (2) the fact that 
t these tests have been used for y^ars by* physical 
theraprsts aiid occupaftionaQtherapists in working - 
with severely impaired chifdren and' were readily 
applied tolhe deaf-blind population (Fieber, 1972; 
. " Tanab.e, 1972);- (3) the fact that they relate 
^ directly to, and in fact- define, -areas of intervention 
and curriculum for young children; and (4) the fact 
that they can Ije used by teachers,' without the aid 
of specialists, for assessment, goal setting, and 
measurement of progress. The latter is particularly 
. * important for teachers in isolated classes without - 
supervisory support. Fieber and Tanabe c^tlined . 
the importance of developmental assessment for 
defining the problems of^the child, defining the 
\- level of the child, setting goals, and measuring 
progress. They also pointed out the importance of 



developmental assessment as a potential common^ 
instrument in the test batteri^ that' are used in 
various situations ai^d /or v^ous testing needs,^ 
Their scales are basdjd on tne Denver Develop- 
mental Screening TeU, Bayley Scales of Infant 
Development, and, (Jesell Developmental Tests. A 
copy of the checklist is included in the Omaha - 
Workshop proceedings (Horsley and Smith-^ 1972). 
Their score form is set up by age levels ratner than* 
by areas, scores of plus or minus are given, ancl 
quality of performance and degree of assistance 
needed is judged by^the following scale: 

1 . Is unable to perform activities 

2. Accomplishes activity with mor§ than usual - 
assistance 

3. Accomplishes activity independently but in ^ 
more "ufen average time or in an awkwatd 
planner 

4. Accomplishes within normal limits and nor- 
.mal time; compatible with normal 

5. Has reached maximum due to disability 

Other scal^ include similar qualitative perfor- 
mance rating. Performance quality in. scoring as a 
factor of persistence (+/- if he or she can do it, 
but doesn't always) in a mentally retarded popula- 
tion is recognized in the Vineland Social Maturity 
Scale, Fernandez (1969) noted the same behavior 
frequently in her congejiital rubella population and 
chose to score positively a ''pzn occasionally" even 
if he or she "doesn't always." The "can occasion- 
ally" is viewed by Fernandez as an indicator of 
future potential. ^ 

A variety of developmental scales has been 
compiled through the regional centers throughout 
the country. Primary sources seem to be the Gesell, 
Maxfield-Field, Bayley, and Vineland instruments, 
although sources* of items are not always men- 
tioned. A listirig of all the different sources utilized 
would probably total 40 or more. Areas of 
development sampled vary from scale to scale as 
does the number of items m each area. A siimmary^ 
of the areas pf observation and an indication of the . 
number of items for each of the areas for three of 
the most comprehensive, published, or readijy * 
available scales designed for the deaf-blind and for 
the several scales designed at Peabody and DuBose 
and Associates k presented on pages 141 and 142. 
This summary is offered to (IJ point out areas of 
concern in assessing the child> possible strengths in 
each scale, and probably overlap from scale to 
scale; and (2) suggest that a compilation of scales 
by a committee ;night be a reasonable .step for 
consideration. 
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CalUer-Azusa Scale 

The Callier-Azusa Scale is a scale of normal 
development, extending most completely from 
birth Jo age five years, with additional itemsun. 
^me areas to age nine years. It was designed to be 
used by teachers -for the^ following purposes: \ 

1. To assess the developmental level of children^ 
for whom other methods of.assessment are 
inadequate because of the requirement for 
language abilities, cooperation, or intact sen- 
sory modalities; or because they laik compre- 
hensiveness at lower levels *^ ♦ 

2. To measure progress over a period of time to 
det«rrntne t^e overall effectiveness of pro- 
gramming or the effectiveness of a specific 
educational or therapeutic technique for an 
individual child 

3. 'To provide guidance but not a teaching 
program for planning developmental!^ appro- 
priate programs for mdividual children (Still- 
man [The Callier-Azusa Scale. 1974] cautions' 
against using such a scale to teach or instill 
isolated behaviors in a school settmg that is 
unrelated to realMife situations.) 

A test-profile (a visual graph of item perfor-' 
mance) is used for recording perfonnance and 
comparing areas. No known informatio;i regarding 
•interpretation of test profile for purposes of 
program planning is available nor has any comment 
been made on effects of sensory capacity. In this 
scale more emphasis is placed on the sensorimotor 
end of the developmental continuum than on the 
more strictly cognitive areas. Items are not written 
in behavioral objective form; however, examptes.of 
those behaviors that are referred to are given to 
^clarify meaning: (a) feeds self with spoon, and eats 
finger food independently; (b) identifies or 
obtains, when asked, three Jamiliar objects that are 
in his or her immediate surroundings and that he or 
she uses in the course , of ahe-d^ily routine 
(Example: cup before snack, towel befqre bath, 
coat before going outside, ball before {>Jaying, and 
so forth); and (q) has concept of sn^CExarHole: 
When shown a big ball and a little ball ahdaskeos^ 
*'show me the big ball," child points to^jrect 
one.) * \ 

items are scored only on the basis of pass or faiK 
/but the criteria for determining pass or fail are not 
entirely clear. However, Stillrifan has recognized 
the problem of vanabilili^in scoring f'rom person 
to pei^^^^r 



Michigan Scale 

The Michigan Scale was compiled for use by 
teachers in setting goals for individual young 
deaf-blind, multihandicapped children and, as an 
educational guide, forl^ by supervisors in training 
house-parents and .paraprofessionals. N'ormative 
reference levels for items^are not given. Scoring is 
by plus or minus only. Items are written in 
relatively clear sentences, but not in behavioral' 
terms: (a) uses spoon with some spilling, no 
rotating; (b) tolerates and- dislikes adult attention 
and contact; and (c) child has concept of pictorial 
body parts corresponding to his or her oAvn bckly. 

While emphasis is on the earlier levels of 
.development, items could not be arranged to 
Compare levels across the subscales, undoubtedly 
because many small skills or informational areas 
are included without refe^rence to a stage of merftal 
function or strategy. The record form is therefore 
cumbersome for reporting, being descriptive in 
nature with a refer^nc^^to current skill level, 
short-range goal, and pi^ogra^p statement. The guide 
contains a list of terms^ relating to the eye, but it 
includes none relatiiig* to auditory testing nor to 
any other area oN assessment. A noteworthy 
attempt is made to sample certain facets of higher 
level communication skills in areas of cognitive 
development as well as affective, motivational 
correlates. Comparison of the Callier-Azusa Scale 
and the Michigan Scale suggests that the two may 
be useful to teachers of the deaf-blind, particulariy 
those up to about age four, 'for focusing more 
strongly on noncognitive behaviors. A separate 
developmental, diagnostic-curriculum written in 
behavioral terms to encompass in detail all levels of 
cognitive development with respect to information 
Xo be processed is needed. ^ 

Mountain-Plains Scale 

The Mountain-Plains Scale is designed for use by 
teachers to/'obtain base-line data for appropriate 
use ... in the classrdom" and to measure progress 
at suggested nine-week intervals. The scale data are 
meant to be used for development^ of behavioral 
■ objectives for an individual child. The format is 
somewhat unsettled; some items have sublistings 
that refer to degree of accomplishment. No infor- 
mation on interpretation is provided. 

abody Scales 

Iht'^^'Pea^dy Developmental Motor Scales 
(Folio and m*<^se, 1974) and th^ Inner Language 
Scale (Branston and DuBose, 1974) are used in 
some regions. The motpr scale includes 130 fine- 
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motor items and 168 gross-motor items. It was 
designed to be used to assess children between 
birth and seven years of age and to outline skills 
that have been mastered, those that are being 
d^eloped, and those that have not yet been 
included in tha repertoire. Five categories, from 
*'total dependence" to "complete independence," 
aa utilized. The Manual includes corresponding 
activities Vor skill building so that direct applica- 
tion to daily education is possible. 

Other Scales 

A variety of .other scales is* available, among 
which the following are of particular interest: 

L Koontz (1972). This is a very extensive scale 
(395 items) for use in assessing profoundly 
retarded children! Sources (18) are given. ^ 
Tasks are divided into year levels up to four 
years and are written in behavioral terms. A 
grid-record is offered to permit quick visual 
perusal and record-keeping. Areas sampled are 
" tlje following: gross motor, 97 items; perspnal- 
social, 90 items; fine motor, including imita- 
tion, 103 items; and language, 149 items. The 
format of items, ex'tensiveness, ami record- 
keeping system deserves attention. 

2. Groves (1971). Groves offers the following 
scales: general motor development scale, 66 
^ms; general personal-social^ scale, 58 items; 
general oral language scale, 50 items; vocaliza- 
tion and speech scale, 18 items; receptive 
language scale,^ iten>s; and cognitive (adap^ 

• tive) scale, 42 iteifts, 

3. Baldwin and others (1974). The Northwest 
Region is in the process of compiling and 
developing comprehensive evaluation instru- 
ments. Apparently, a curriculum (Teaching 
Research. 1974) is being used with a checklist- 
of 231 items/sampling 174 specific skills, to ^ 
determine the gains of students in the region. 

4. Robbins, Elioseff, and Banta (Horsley and 
Smith, 1972). Two developmental lists (N<^n- 
Verbal Communication and Personal-Social 
Behavior, 0-2 Years) were developed at 
Perkins School for the Blind. The scales 
encompass ' a wide range of behaviors- 

. sensory, affective, social, communicative, sen- 
sorimotor, and cognitive. Separate scales were 
developed for the totally ^lind, deaf-blind, 
and the partially seeing deaf-blind. 

5. Anderson 41973), Kathryn Anderson devd- ^ 
oped oM^rvatiori' forrns of visual, auditory, ^ 

naTsocial, 



personal 



and physical behaviors arfd 



more detailed developmental checklists in 
language, perceptual development, and con- 
ceptual (development. They we^ intended for 
use by teachers and ward staff to evaluate 
children, ^sist physicians and psychologists 
who work 3vith the children, explain to 
parents the child's strengths and weak:nesses, 
and help the teacher in planning individual- 
ized classroom and home-teaching activities. 

^ Summary 

A wealth of material drawn from standard 
sources on development and applied to deaf-blind 
children is available. Duplication of effort is 
evident from region tc/ regipn, and areas, of 
strengths differ from one scale to another scale. 
There would seem to be merit in combining efforts 
to produce (1) an outline of areas to »be assessed; 
(2) summary checklists for each area; and p) a 
guide for interpretation of profiles. 

The tendency to combine developmental scales 
to develop more extensive item listing per se wa^ 
the first step toward curriculum development for 
young deaf-blind children. An attempt to build 
developmental assessment procedures and outlines 
of development into curriculum for more than the 
traditional early childhood areas of development is 
a definite need now that the congenital rubelte 
P9pulation is growing older, is leahiing language, 
and needs to consider ideas and information. 
Development of broader curriculum will enable 
those involved in assessment of the deaf-blind to 
comment on and describe more cleariy by mean^ 
of criterion-referenced testing what a child can do. 

Communication and Language Assessment 

A number of areas will be considered in^he 
discussion of communication and' language assess- 
ment. 

Proto-Symbolic Behavior and Cognitive Development 

Robbins and Stenquist ( 1 967) devised two scales 
to be used in making observations' of partially 
seeing deaf or hearing-impaired children in their 
play with objects and in their spontaneous nonver- 
bal communication with people. The scales were 
developed as a result of several influences, includ- 
ing Heinz Werner, Jan .van Dijk, and Helm^r' 
Myklebust. Observation over the years has sug- 
gested the validity Xyf several assym^>tions. As a 
base, in consideration of behavioral profiles, the 
assumption has/been made, and descriptively sup- 
p©fted by Robbins (first 1969 reference, 1971, 
first 1972 reference) and Elioseff (1971), that 
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language growth (nonverbal and verbal) and lan- 
guage capacity are linked to, but not always in 
perfect, \ predictable correlation with, cognitive 
developnient nbr with groiss-motor milestone 
achievements? The following general observations 
are offelfeld : 

1. A jjjbgnitive level, measured on visual perfor-. 
maSice tests of only the past three years, is 
necessary before a partially seeing, deaf child 
can begin to engage in actual language learn- 
ing* , * ' 

2. In tlie presence of deafness and some visual 
impairment, prognbsis for language learning is 
related to test performance scores indicating 
rate of development and the presence or 
absence of proto-symbolic behaviors (emer- 
gent signs of representational behavior and 
ability t© cope with cognitive tasks requiring 
the perception of relationships, not of visual; 

rpatterns or shapes). 
^. There is in this population a generallypredict- 
able correlation between degfee of retarda- 
tion; demonstration of representational 
behaviors and effect; and eventual language 
structure, vocabulary, and nature of ideas 
' conveyed. 

4. Prognostically and for ongoing education, one 
must differentiate ^between signal and symljo- 
lic communicative behavior in children with 
language disorders. 

<f 

Innovative Tests of Nonverbal Comhiunication 

The importance of assessment of communica- 
tion itself led to the development of severjA 
innovative tests, which are described in some djetail* 
ii) various published and unpublished sources: 

' 1. Test of Causality (Robbins, 1971). This is a* 
Piagetian-derived scale that is based on assess- 
ment during the ^ubperiods of the senso^ri- 
motor stage. The child's method bf "request- 
ing" repetition of the action of a mechanical 
toy is rated. 

2. Meaning^ of Objects ( Robbms, 1 97 1 ). A set of 
toy^s^ is presented for the child's rejection, 
handling, inspection, manipulation, experi- 
mentation^ or comment. Toys appropriate fcfl* 
^"releasing^' behaviors from the four-month to 

^ the ' twenty-four-month level (re: normal 
devefopment) are included. Assessment- is 
based on Piaget subperiods:. 

Four to eight months -Action with objects: 
. mouthing, looking, holding, shaking,- bang- 



ing, fliopping, puUmg apai:t,' repeating an 

' action ' - ^ -^^^ - 

Eight to twelve months-fexamination of 

objects: takes apart, notices details, seeks 
. help to make things happen 
Twelve to eighteen months-Experiments; 

throws, fills, stack^, arranges, ddmpares 
Eighteen to twenty-four months-Emergence 

of Imagery with a knowledge of 'spai^ 
' world and, ^ object: function: imitates, 

engages in soci^ play arid reprfcsentational 

play, "considers," and "reflects" < 

3. Test of Arbitrary Sign Learning (Piajgetian- 
derived in i5art). An evaluation is made of the 
child's respcJnse to aQ arbitrary hand move- 
merit (nonrepresentative of form or action of 
the referent) inade by a communicating adult 
and associated ^vith a situation culminating in 
a primitive reinforcer (moyement,-Tmyal sen- 
sation, or food) that is at .first j*eadily avail- 
able; secondly, contingent upon a particular, 
sequence of behavior;- and finally, contingent 
upon the use of the pign by the child .to 
request the absent reinforcer. Separate rating 
scales are described for visual presentation of 
the sign and for motor-programming^of .the 
^ign by manipulation of the childV hands,* 
since it ,was found that children wHd could 
not reproduce a seen movement could some- 
times apprppriately reproduce a i||^ement 
that had 'actually been perfornJe^^y manip-, 
ulation of their hands (Robbins, 1 97 1 ). ' 

4. Signs for Everyday Objects (unpubUshed 
d^cription), A set'of everyday objects (comb, 
cup, spoon, hat, and sunglasses) are requested, 
one by one, from the sUideliit by descriptfve 
sign-gesture and named in tit 'Same manner 
by the student on "request'* '(by demonstra- 
tion). 

The Robbins tests -were originally developed to 
be4i5ed with preverbafSor. nc^iverbal, hearing 
imllired or deaf children t6: (f^ sample befiaviors 
believed to be closely 'related to langtmge. and its 
use; (2) permit participation by the'totally bUnd- 
deaf child as well as the partially seeifg; (3) involve 
high motivation to encdmpass early, levels of 
xognitive behaviors and absente of social motiva-^ 
tion or intrinsic curiosity and "will to do** on the 
part of the child; (4) use materials- and;procedifres 
that could be standardized; (5) permit participa- 
tion and rating of the behavior at any le^ej, of 
development; (6) a^ss behaviors impoft^f to 
habilitation; (7) permit learning during the s^ibn 
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, ^ to ^cSffset ^ experiential y^iffere'nces * froili • child to 
'chfld; and (8^ foQrfs Jon description of organiza- 
tipnal patterns, use d^Dy thp child, not jxist a plus or 
minus sitofe. ^ ^ ' ^ ^ 

Perkins scales evolved qixi Of a hierarchy 
oj/levds of behavior seen in co1trtnuni^:ation^' 
^iginalfy derived from Myklebust and expanded 
ffdn\ a variety of Jnfluences into the framework 
offered in Figure\2. ^ 
* Related to #tiis general area of ass^ssmefit is the 
Piagetian-derived scale of Gul(^^rJ197(^ which 
is a body image scale for the pm^9k of 'providing 
."a framework for clinical judgments ^out the 
^ child's developing body image a^ marae^ted "by 
imitative ability and possession of objeBTconcept."' 
Guldager .was influenced, by van Dijk, who theo- 
rizes tl^^t^ n\pyemeht1s the basis of communicat|||)n 
^ development 'and development of a sense of^pdy 
' as .entity. Activities 'are suggested in Conjun^on 
with each subperiod to promote 'developmefrt. 
^ Branston and DuBose .X1974), using a number of 
source^ including Gesell, V. Guldager, Robbins, 
Uzgiipf and Hunt, have organized an Inner Lan- 
guage Scale, which consists of 2/> items, five under 
»a"d|^of the following categories: object concept^ 
, ' objectr permanencfe, causality, and imitation. -One 
item 4^ 'provided each of five age levels^running 
from G^jfie to four months t'cyij^teei^ to t^^nty-l^ 
four mojiths. None df these tests has actually been 
* standardized in procedure,, Scoring, or interpreta- 
jJion, and none has been evaluated objectively as to 
. Nalidjty. 



General Language Level^ ^ 



fangu^e scales are available 
■ted'^t the conclusion 



A Vide ratlge of ors 
throujJiouXthe literati 

' of this 'i5aperUn eluding lAose atr^ad>%mentioneil in 

vth^ disjcussionS^fdej^pniental scores. Usually,^ 
sinipljT by =a change of mode, tfiese oral scales are 
us/rd also -with students who yse fingersp^lling. 

*EliJeff .(i971 ), in a^ statistical s|udy of a grou6 of 
older Perkins students, sligge^ts*fhat thb Peabody 
Picture Vocabulary Test is satisfactory tcTuse for 
measuremenf of progress (as ^ are the Stanford 
Achievement Te^ts ^d the verbal tests of the* 

,Wechsler Intelligence Scale fa^ Childreri). Tests 
reportedly U^sed iti varidos regions to assess^ the. 
lai1|uag».:of deaT-blind children are fej)orted on 
page 13^. , • \ V ^ ^ . * 

/Tests to Determine Input Mode ■ ' ^ " ^, * 

Inpv^ may be giVd$ Verbally or manually. 

rTaddrha method. No one has actually co-nsiderecT 
^ how ' to ^detterniine whether a deaf-blind -child 



should err should not .use the TadQipJ'm^hod. 

Robbins (1967), in In^ef reference tia^ase study, 
referred to^-se^ingly improved spifeh reception 
whei{ the Tacfottta technique was usei^ for speech ^ 
reception by^ a partially seeing^ hard-of-hearing 
rubella child. Teac^r observational. support of the 
benefrts' of tj^ctual speech-reading to -another 
partially seeing, hearing-impaired child was given ' 
by Van Arnam (1971), who found- that it focused 
the student's attention and was an ^id to both 
discriminatiqn and speech improvemetit. Record's 
(1971) test results with three students at Perkins 
suggested that profoundly deaf students with 
vision of 20/200 or less would profit in speech- 
reading accuracy from taptual speechreading in 
addition, to visual input. Van Dijk suggested that - 
the technique waft useful with educable deaf-blind 
students until IJiey reach the level ,of academic 
learnijig and that it is then, th^^ "fairly slow^ 
ndnhygienic and emotio^lal problems arise" and 
slipuld be reptcited by Si^^rspelling. 

Manual versus oral Robbins (first 197rrefer- 
ence). summarized factors that^ould be used in 
objectifying the^ decision regaroi^^whether a *stu- ^ 
' deiTt shouldf pursue speech devejopment of utilize 5 
method of maniiar cjjjnmunication (specifically, 
fingerspelling). Further "practical discussion on this 
pointis offe/ed -by Van Arnant ( 1^70). / 

^ ' Summary ^ ♦ ' 

MtCay Vernon (1969) commenced : "y^hasoid 
.involvements are almpst Invisible in deaf children, 
despite their ^xtreme i||portanoe.'' A siudy of^ 
1,468 deaf students rf^hifthe California School fot 
the deaf Riverside, was made usiTlg a .teacher . 
questionnaire to identify th^^tudents who had 
'^'matk^d difficulty with language greater^han that 
expected owi^^ to deafness or Jevel of intelli- 
gence." ^ The results showed lhat lan^age- 
disof dered stirdent^ comprised the fj^Howing: * 

^ 25.2 percent of the total group - \ 

36^2 percent of the premature etiology group 
21 .9 percent «)f the rubeHa group 
22.8i)ercentpf the RH group 
16.3 percent of thS rqeningifis group 

Considerable attention has be^:n given to^the 
se^h fo* hidden behavior^ clUes and to the 
discUssion of what to db once a denomination has ' 
been made. "Langdage is the crucial educational 
variable in tTTe life of a deaf child" (Vernon,' 1969X ' 
Ehoseff {second 1971 reference) suggested, that (1|| 
early language learning^n itself may Be used as a 
prognostic indicator of educability an4.(2) motiva- 
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tion,./afousal level/and other temperameatai char- 
acteristics may be closely related to progress in 
language and, in general, to cognitive developnfient. 

Assessment of Temperament, • 
> " Effect, and Adjustrnent 

A variety of|gpproaches will be discussed in this 
section. " * * . 

Curtis and Donlon: Teledidmostic Frolocol 

fit study of lOp^^^luations of deaf-blind chil- 
dren (Curt^^'^aHd Donlon, 1969; l^nlon, 1969) 




indicated Tliat^ reports on childjln'were written 
very subjectively, that procedures needed to be 
standardized, j4nd that more judgmeat^^nd Sub- 
jective statements were made than were objective , 
statements of test results or other objective data., 
Donlon, in' particular, stresses^he .importance of 
observational lectiniques,' subjective impressions, 
and opirRons^but suggests Jj;iat a sttricture for the 
ot)Servations •is crucial. |p| a te^nique ^'fojt 
enhlancement of written reports" ind^tO'dt^n ap 
objective j-e'cord of behavior, a viaeotape protocol 
was worked out over a period of Several years with 
20 deaf-l?lihd, congenita) /ubeflla, severely' 4ian'ai^j 
>iapped children as Subjects. The three aspects of 
the protocol are as follows: 

l.^The child is filmed in eight different situa- 
tions. Purpose, materials, and examiner behav- 
ior are. described for. each situatiot^ The 
situations sampled are (a) an unstructpred 
situation with ; no or few materials; (b) a^ 
' task-onented situation in .which the subject'is 
asked to do s6mething; (c) a stimulus "bbmt 
^bardmeflt" segment; (d) an interpersonal 
orientation; (e) meal time; (f) bathing, dress- 
ing, or toileting; (g) classroom situation < and 
• ^b^at play in an irfformal, social setting.- 

* 2. 1*he tajjes are assessed by means of^A rating 
protocol Torm that is use'd to describe com- 
' m^icatlon, learning, adjufrment as ' 

observed in * the. samples of beUkvior^ The 
affective section of the rating sc^le mcludes 
.v^uriosity; flexibility; perseverance; attention, 
span; reaction to reward, reaction Vo punish-/'^ 
^ ment; self-concept; energy level; sensife of 
, humor; motivation aad mterest; anfl self- 
. control. ^ ^ 

' tweedie (1974) ap|:^|^ a"^one-through-nine » 
ratingH^heck to each of thp affective factors listed, 
took twQ pejiods separated by several years for 
rating, and applied a statistical test that indica^ted, 



that ^his method was usable to measure growth 

over a period of time. ' 

. <^ , » 

Elzcy Approach X ' ' ^ 

llzey (1970; undatetf)Mi?r-r^roj^cf at San 
Francisco ^tate ^College {now Saji Francisco State 
University), developed an instr%iti^nt for '^ma'kiAg 
status assessments" and ^'measurii^g growth." This 
battery included scales in the self-nelp, manipula- 
tive, cognitive, and, other areas but . centred on > 
presenting an 'observational rating system for 
recording of behaviors occurring/ in a school set- 
ting. He de^cribes^a "multidimensi(kal time sample 
observational instrument which ^lyajald permit rat-^ 
i'ngs of kidividual children and the^dults who came 
into contact with them . . .V*"Sample ratipgs were 
taken for 15 continuous minutes, With^O seconds 
of observation alternating with 30 seconds of 
recoKing, usMj^cale of variable^hat included 
the type of e^j^Bice (f^ cxam'pl^one, sensori- 
motor,jmahipi3H^e, large muscle^ iocial> cogni- 
tive, crea^ive, anlTothert; child, involvement level 
(none, low,^e^lum, high); other direction; person 
involved; activity level; $^lf-direction; cognitive; 
and affect (for example anger-protest^ unhappi-. 
ness, mild, fiappiness, happiness^ none, or in^pro- 

. priate): VariaWes are given on grids for rating,' 
t»airing sejs- of twp^In a trial /un, two judges 

• sho^^5fd better thjin ^5 percent agreement on all 
but one variable. , . 



Chess Approach^^ ' j ' - 

^Chess (1971), usifig thejactors extracted from 
an interview analysis of t^Wfverament and/moi)^- 
type, arrived ^at a lengthy list of behavi^^al distur- 
bances, tjiaf cause serious proBlems^in the home,'* 
centering around daily maitagement: sleeping pYob-* 
lems; .feeding problems; . elimination problems; 
mopd (tantrums or flattened affect); disciplrhe 
(stubborn, destructive); motor activity levels (runs 
rather ^n waHcs); habits* ^n4 rituals;, soq^tk 
(vonwts m . unpleas^ odors); social relations 
^aggressive, autistic); att.en^|^;4?erseveration', high'' 

' threshold tp pain; .arid-^ so oo.. Chess's* tjieory 
stiggests that . temperament ahd^mlod app^f to be 

; in part g^etically (or CGhgenltMly) 'detei^ned 
ahd that ifttpracjiiow with ti^; caretakers may Vesult 
in a positive or negati^ve nnleraction, /depending 
upon the temperanien^ts c^^the caretakers, f^or 
example^ interaction of an easy-going, quiet parent 
with' a high-strung, hyperactive child can produce 
diffjbulties in' the relationship. Chess^ examines by 
interview the following, characteristic behaviors to 
arrive at a description of the tem^ramerft of the 
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child: activity Jevel, rhymicity, apprpach-^ 
.withdrawal, adaptaoility, quality of mood, inten- 
sity of reaction, threshold of .responsiveness, dis- 
traetability, attention span^ and persistence. How- 
»sever, neither Chess nor Fernandez discusses the 
application of this theory to an actual deaf-blind 
child and his or her family. 

' This framework was used for a short period of. 
time irf Perkins evaluations.but was a'bar^doned due 
to ihye absence of a clear plan for its use and the 
somewhat cumb^r^me problem of data collecting. 
Robbins (1971), listing behaviors obseryed .ia a 
problem-solving situation, suggested that certain 
observable behaviors, were probably ^more indica- 
tive ^of central nervous system integrity and con- 
^ducive tb^mental growth. Aggressive behaviors that 
were considered to be negative were Jiead-banging' 
hyperactivity, tantrum, "and irritability; positive 
behaviors were motor-quieting or vocal-quieting, 
communication about the problem, and refusal to 
"participate.^ Questionably negative Avere gazing 
iway or "swrtchiflg off." 

Elioseff Response Types * ii, . 

Elioseff (1971) attempted to sketch* seven res- 
ponse types that she believed were prognostic for ' 
f educational planning; for.exampie, a self-motivated, 
interested, language-learning chifd with Hc4||ial 
affect; a vague, slow-tp-arouse, sociable, slow-to- 

• develpp, and inclined-to-regre^ron child; and a 

^ rigid, nonexpressive, A highly visual t^e showing a ' 
scattered test profile and poor language (iapability. 
This seems til h^^iht type described ^T^van Dijk. 
(1974):, hypervisual, hign visual memory 'score on 
the Hiskey-hlebraska ^est of Learning Aptitude for 

• the. Deaf failure on reasoning tests, difficulty . 
shifting from one movement to the other in a 
-rhythmic tapping test, body schema difficulty, 
finger agnosia, and difficulty with sp|ef|>^The 
correlation of scores on the Knox Blocks^subtest of 
tY{t\Ontario School Ability* Examination with 
response* typ^s-- and language difficulty might be 
informative. 

^ ' -Additionally, Elioseff lists' behaviors which she 
intuitively c<3n^&ers as impedime^its ,ro learnirtg: 
seizures; seizure-like behaviors (prolonged giggling, 
frequent staring, and ^o forth); perseverative behav- 
fine-motor difficulties that cannot be attributed 
to immaj^irityr stimulus-bound behavior; disinhi- 
■ bition; stfdden mo5(J 'swings; language disorder; 
grosj-motor involvement; disturbed sleeping or 
f^^i%'f:^tn& large appetite but no weight' gain/ 
Eliose^plaCed heavy emphasis on mojivation and 




temperamental characteristics as influencipg learn- 
ing positi^ejy or. negatively. 

Suinmary 

For prognosis and for daily management, descrip- 
tions of affect, temperament, and general quali-^ 
-ties'of behavior are vital. Categories of descriptors 
and some,* perhaps complementary, methods^ <yf 
* eliciting the descriptions or ratings are available 
through parent interview, videotape - review, or 
obseivatian in a learning-task-oriented ^situation. 
' ^ Linking these affective behaviors to educational 
types, to needs in daily and educational manage- 
ment, to medital consideratiojis for medications, 
ahdJo prognosis for change and growth seems 
valuable. 

^ Screening Tests 

Several very short tests have betn offered for the 
purpose of screetiing a laI:ge^)opu^iltion of children 
when time is limite^ or>when a quick assessment of 
the general level of cpgnitive development of an 
individual is needed. 

Program Placemeih ^'^^ " ^ 

Ellisville State School (Lyall,'.and others, 1972) 
designed a ten-minute screening -test for making 
^objective decision^ about deaf-blind candidates /or 
programs in a sta\e school -for the retarded and 
■ assignment of individuals to categories for program 
level needs. The test was built on Gesell develop- 
mentaf schedules and includes six items in gross- 
motor skills, five in fine motor, eight in self-help, 
seven in communication, and four in socialization. 
" In addition, three items relate to vision and six to 
'hearing. Points are given per item, and a Sipore of 
rsfive or more in vision and hearing disqualifies the 
^ person" from eligibility for service. The.result would 
be s^ection of ^only deaf-blind or profoundly 
injured pel^ons who, are quite unresponsive to 
.stimuli in general. An ability score is given as is a 
program ^priority score that is derived by adding 
• ability score and points for special weighting' 
factors; for example, +10 if the difference between' 
CA ah4. MA is less than five years, +10 if no 
.multihandidaps are present (seizures, hydroce- 
phaly* {Jhysical handicaps, and brain damage), and 
so on. Three program levels are described, and the 
point scores necessary to qualify for each arje given. 

Cognitive Functidn . 

^Elioseff (1971) ^described a short test of cogni- 
^ tjv^ development fnvolving five items in each 
six-month pei;iod' from 24 to 48 months. The 
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purpose was to **uncover the extent of a -child's 
ability to see relationships and remember, learn by 
observation, anticipate, and 'p^an simple proce- 
dures." A testing-teaching approach is taken in the 
belief that capability is present- if the child can 
learn, retain, ^apd generalize a sblutioit^to other^ 
materials. Examples of items are the 'fdllowing:' 

1 . Twenty-four montlW: discriminates round and ^ 
square pegs; matches parts to the drawing of a 
face. • ^ . ^ 

. 2. Thirty' months: folds paper in half in. imita- 
' tion^, matches several common objects to 
pictures. 

The purpose was to assess ^^e development of a . 
child who showed some skill above eighteen mcinths 
and to assess cognitive behavior as well as cogiijitive- 
perceptual behavior. To do so, Elioseff be^eves 
that ooe must include a range of areas and a raiige^ 
of items ai?d rnust report ba^l age. ' ^ 

in an unpublishe'd document, Elios^f (1972^ 
outlined briefly the materials and tasksxthaf she 
had been using in screening cognitive function of 
children in state institutioi^. The test focuses'^pn 
modes of approach, examination, or experimenta- 
tion with a particular set of objects for the 
two-month to 12-month span and eUcits particular 
skills' with a definite task request in the 12- to 
36-month range.. The items and strategies were 
derived primarily from Uzgiris, Gesell, ^d Cattell. 
Tasks offered include visual-pferceptual, percepfualr 
motor, imitative; and pattern-making skills, "the 
materials list includes only 1 1 items. 

Kieman and DuBose (1974) describe a brief tfek 
(PIPS or Peabody Intellectual Performance Scale) 
for the purpose of assessing cognitive functiovThe 
test design uses 3 1 tasks, apparently selected from 
standard tests of inteUigence, with three items at 
""©ach of tert developmental levels ranging from six* 
months to 53 months. The test designers are of the 
opinion ^t the chief -reason for their judging 
standardised tests such as the Ontario School 
Ability Examination, Hiskey-Nebraska Tist. ,o/. 
Learning ^Aptitude for the Deaf, Cattell Test for 
Infants and Young Children, or Bayley Scales of 
Infant Development madequate is the low iegree 
of 'stimulus value of many rnaterials used in these 
tests for children vWth auditory and visual impair- 
ments. Accordingly, alterations were made.in task 
materials. For e\amplg, the object to be searched 
for unoer a cup is a wobbl«-to^; cubes are made 
luminous with Day-Glo p^m^uzzle pictures are 
changed; and green paper \rmK^ of white is used V 
for paper folding. Scoring permits calculation gf a. 



basal age and a ceiling mental age. Performance in a 
correlation study using the instrument on 21 
children (ten to 102 months CA) in comparison t6 
performance on either the Merrill-Palmer Scale of 
Mental Tests or the Bayley^ Scales of Infant 
Development gave an. r of 0.95 (p<0.01). A 
Wilcox, matched pairs, sigied ranks .test was 
applied:' '^Scores on the PIPS were founJ to be 
significantly higher (p<0.01) than scores on the 
other measures.'' They concluded that "the PIPS 
may be a more appropriate instrument for measur- 
ing cognitive development in multi-impaired' chil- 
. dren than cjinical judgments enliaifced by avail- 
able psychological tests . . . .'multi-impaired chil-' 
dren tend to score significantly higher on the PIPS 
than on tlie visual standard measures." The Peor 
^ body Intellectual Performance Scale appears to 
hold promise, as a screening test to use with the 
visually oriented deaf-blind child. 

DuBose (1^74) is experimenting with an inter- 
"^esting composite of test items in her Nonverbal 
Developmental Screening Inveniory, 'This test has 
six test items in jach of eight age ranges^ from 12 
to, 17 montljs to 60 months. The' test is^unique m 
organization since perceptual and perceptual-motor 
items are supplemenl^ed "by communication items^ 
involving hamiog by^ signing, object matching, 
counting;^ and foljowing' c^jmman^s. The test seems 
• to sample, rather quickly, an important range of 
behaviors/ Scoring is reported as performance in 
months.^ 

. Mea5uremenyii*«4ividual f regress 

V, inttrdst' 'in developing means of evaluating the 
/quali^ of service 'tp children in any, give* program 
and interest in assessing tealher effectiveness led to 
/ a jiafticular Interest jn frieasuring student progress 
, with objective toofe. Many of the assess^ment tools 
^ ,al(|^dy discussed can be used > for measuring and 
» VecOrding'of progress. 

The developmental scales can be and are used to 
'measure olyectively the progress of the individual 
by. comparing his or her ratings on a particular 
scale of items >Vith bis or her rating at knother 
timet Measure of general learning ' is possible 
ihrou^ comparison of performance on standard- 
ized intelligence tests* although jittle Sata have 
t)een published to suggest what to fexpect from the 
indivitJual. Informally, Perkins records suggest that 
an IQ score gain of 1 0 to 15 points on "performance 
tests' over the . school y^p is very common. 
Certainly the perforlfance to indicate growth^ 
shbul^ ffemain feaspnably stable as cha>nologic4 
age incitases of sTiouiS itseiyncrease at least up To, 



the age. of sixteen years. Elioseff ( 197 1 ) reports the 
use 'of the Peabady*^ Picture yocabular^Test as a 
measurement tool in educational programs and as a 
tool for determining ability to take the Stanford 

.Achievement Tests. \ Peabody Picture Vocabulary 
Test SQore above 50, in her- opinion, suggests 
readiness fox Stanford Achievement Jests (Inter- 
mediate 11 level). A score of 40 suggests readiness 
for Intemei^te L level,' but she recommends it 

. only for pifctice in test-taking. Elioseff reports 
some achievement test results (1971 ). 

' Systems for recording progress of^HRandi- 
capped children can be cumbersome, pSfcularly if 
one is using developmental curricula 'or develop- 
mental listings of activities in a number of different 
areas. The Callier-Azusa Scale pcovides a summary^ 
record of progress by means of a profile line graph; 
Kootz uses a grid system,- and Curtis aVid Donlon 
use video tapes repeated from time to time. 

The Public School: Learning Disabled and 
Deaf-Blind 



a c tual physical limitations 
emotional-social factors 



as well as 



Hearsay, personal observation in Massachusetts, 
and common sense indicate tHat there are students 
\xt public schools, classes or schools for the deaf, or 
public school classes for the multihandicapped or 
• neurologically impaired who are partially seeing 
or seriously hearing impaired, and sometimes, 
additionally^ language disordered or learning dis- 
abled. 4 ^ 

Thp .literatufC mentioned at the conclusion of 
this paper contains essentially no reportable com- 
- ments on this population, many of whdm encoun- 
ter social, sensory 3 and learning problems that can 
be dealt with by consultation with knowledgeable 
persons and sometiiVies through program changes. 
The materials contain no guidelines for referral pf , 
*hildren with auditpry-visual impairments to puWk ' 
school programs or to schoojs for the deaf; ira 
guidelines 'fbr consultive service, to that group of 
children; and np comn^ent on education^ assess- 
ment structureSfe. for describing such needs, prob- 
lems, and solutions. Of significance in two recent 
cases in the Boston area were the primary areas of 
(1) assessment need; and (2) recomn>endation: 

1. Assessment x)f actual distance of effective 
visual plus auditory reception of communica- 
tion in the cjjassroom 

2. Identification of areas learning disability 
.within the framework ^ftdentified generally 
^average intelligence ancnRrage schooKperfor- 

mance 

3. Assessment of serious social adjustment diffi- 
culties related to multiple factory, includinfe 

O ... ' ^ 111 
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Assessment for tlje particular purpose of identi- 
fying size of class or. size of classroom that the 
child is sensorily capable of coping with is gener- 
ally lacking, particularly with regard to public 
school integration , possibilities. Record (1971) 
examined the ability pf four deaf, partially seeing, 
Perkins students to receive visual communications 
(speech,' fingerspelling, facial expressions, and 
chalkboard writing) at various distances and 
attempted to suggest generalizations based on 
measured distance acuity and relationship to each 
mode for each stydent. The study was somewhat 
naive but mteresting and addressed an important 
question^ The issue is pertinent to assessmgjii of 
educational progress and to decision rfiaking con-^ 
cerning appropriate program type. 

Tests are used to discover particular learning 
problems in higher level chiKlren, as is apparent in 
the tests listed on page 139. Such tests would be 
especially applicable to the deaf-blind population. 
Van Dijk (1971) implies that specific tests for 
ascertaining, learning disabUities are applicable to 
many deaf-blind children and would be helpful in 
deciding upon method of teaching. 

The following comment Is found in the litera- ^ 
ture from a West Coast conference (Wright, 1969).*' 
It describes two case studies oT multihandicapped' 
students in trPuble in public school system?, both 
with auditory and visual^ impairments of some 
kind: ' . . , * 



So air of you are working the most deprived 
youngsters. But I feel {fiafc it behooves all ofVou to use 
your training and knowledge . . . which is so much 
deeper and broader than that of most people in the field 
of education ... to help your less for^nate colleagues 
understand and accept the children who are not so 
seriously involved. You ai;e M teachers of multitendi- 
f capped children ... not just deaf-blirid children. 
i . ' 

TotaDy D^f-Blind Children: Emergent Tools 
and Techniques; Incidence and Jmplications , * 

At Perkins, currently, 15 of the 84 deaf-blind 
students ( 1 7.8 percent) ace totally blind; ten of the 
84 (10.9 percent) are totally (kaf-bHnd. Literature 
from after 1968 ,^s not generally include specific 
/comments on the totally deaP-blind child except 
that "the congenitally totally blind and totally 
deaf infant is rare*' (Bergstrom, 1971). Thi^ low 
incidence plus tjie high ^percentage of congenital 
rubella etiology in the child population results in a 
focus of attention on educaticfn^l assessment tools 
and interpreti^^onstructs for the partially seeing 
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deaf or ttearirig irnpaired. Yet, often, discussicin on 
.the psychological adjustnj^nt jof the deaf-blind 
seems to be Applying a psychology appropriate for 
the totally . deaf-biinti to the partially seeing, 
hearing impaired, or deaf Congenital rubella pop 
lation. The totally deaf-blind students^ though few, ^ 
deserve consideration because (1) they are individ-- 
uals with needs and rights; (2) assessment tools are 
very difficult to assemble, borrow, adapt, or create; 
(3) norms of development are difficult to develop 
and are certainly different from those applicable to 
partially seeing hearing impaired children; and (4) 
educational needs ^nd methods are very different. 

Evaluation Schema 

Perkins has been evaluating and educating deaf- 
blind children for about 18 years and has accumu- 
lated considerable data. These data have iTot been 
compiled in any way. Due to the lack of oth# 
comments in the literature, a few points will be 
offered here as considerations, from Perkins experi- 
ence.* 

Subjective ImpressioiJiL 

Before tests wereaY^^*^'^ any ^children in 
the deaf-blind populat/n, teachers kr\ew very well 
which Ones learned easily, which ones had learning 
problems, which ones gave poor attention, and so 
ori. Perusal thr6ugh a;iecdotal records on totally 
deaf-blind children apd the written re^^o^ts of 
adults involved with them reveals interesting 
choices of verbal descriptors that in themselves 
clearly suggest very great differences in ease of^ 
education of individual students. As was previously 
mentioned, Stenquist (1974) compiled a list of 
descriptors from the record of Leonard Dowdy, 
who became deaf-blind at age nineteen months, is 
of average intelligence, and is without any addi- 
» tional- physical or learning problems. From 
Dowdy's very early educational years, the list 
includes the following: "boundless energy . , . fine, 
upstanding 'boy full of curiosity and interest : . . 
charming ... imaginative." Perusal of another 
Record of a very slow learning child revealed the 
following: ''primitive behavior . . . s'ever6*. heid 
banging . . . shewed neither resourcefulness ^nor 
curiosity in feeling objects . . . refuses to coop- 
-erate . . . ncr progress . ...tfiiMyulsions." 
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Standardized Test items: Sc 
♦ ■ . 

* StefiqiWst (Rob6ins and Stenquist, 19^7) listed 
test* sooirces Cor items tha^t totally deaf^lind 
persons w«re able to appreciate a;id that could be 
tactuaily demonstratecTto them: ^ ' 



1. Zero -two-year mental level: Maxfield-Field 
Scale ofxSocial Maturity for Blind Children ' 

{• (adaptation of the Vineland Sociat Maturity 
Scale)] pegboards from the Cattell Scale of 
Infant Development; formboard from the 
. ^ Stanford-Binet Intelligence Scale ^ 

2. two years to school age; Knox Blocks and-- 
knot .tying from the Ontario School Ability 
Examination; bead stringing and puzzle blocks 
from the Hiskey -Nebraska T^t of Learning 
Aptitude; items from the 1965^rsion of the 
Stanford'Biriet Intelligence Scale for blind 
children; sequin formb"oard from the Grj^e 
Arthur Point Scale of Performance Tests 

3. Young adult scales: Haptic Intelligence Scale 
for the Blind Adult, Stanford Achievement 
Tests (Braille edition) 

Development of New Scales and Test Schema 
In 1969, work sheets were compiled for use in 
evaluating the ongoing behaviors of totally deaf- 
blind children. The work sheets consisted of 
behavioral, descriptive items relating .to compensa- 
tory, sensory behavior; formal test items sampling 
cognitive development or approach; and develop- 
mental schedules for describing everyday, self-help, 
behavior. These have not yet been published in any 
form. Iffehis were created, borrowed from norma- 
tive data on blind children^ and improvised from 
structures and scales on no/rmal development. The 
areas sampled are visual behavior, auditory behav- 
ior, tactual organization, olfaction and gustation, 
' cup and blocks, spatial relationships, tactile dis- 
criminations, and tactual memory. 

Nonstandardized test constructs designed from 
Piaget's observations and theory of development 
and supplenWffilSd by Werner's thinking include the 
.following: test of object rccQgnition, exploration, 
and meaning-; test of perceptioivof similarity and 
pattern, imitation, and pattern malcing; manipula- 
tion* and grasp; nonverbal communication; locomo- 
tion-; socialization; and self-help skills. 
" The battery samples behaviors of totally deaf- 
blind children, with suggested reference age levels 
assigned to items as they have been compiled from 
nonfls for blind children and for seeing/hearing 
children. In addition \o providing ceiling norms, 
the'^lvork sheets are designed for use in assessing 
behavior on the basis of several stages of cogrtive 
approach. 

d particular need exists to meet the educational 
as^ssment requirements of this very low-incidence. 
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^ subgroup of totall^ deaf-blind children by (1) 
singling this group out in discussion and in research 
^ projects; (2) collecting nationally or internationally 
all available data on such individuals; (3) building a 
' reaibnably logical evaluation scnepa to describe 
behavior and behavioral chang&r in' areas of educa- 
tional artd life concern; and (4) applying the 
' schema persistently tp' the assessment of students 
' over a number of years to build an organized body 
of information. 



• , Conchiding Comments 

Prior to 1976, educational assessments of deaf- 
blind children offered only a few tentative begin 
nings-of -data collection in an attempt to buil 
norms, appropnate to the population and offere 
valuable but subjective intuitions and observations 

"^o guide efforts in differentiating educational needs 
among the total group. .Developmental theory Jiad 
yet to* be applied to the^nalysis of the deaf-blind 
child*s behavior. Multidisciplinary assessments were 
unheard of before the early 1960s. Family and 
community resources and influences were not 
often recognized in the assessment ^ocess itself. 
Prescriptions for actions based on the results of the 
assessments wer€ thin and narrow- in scope as they 
related to program needs, choices of educational 
method, environmental manipulatior^ to promote 
growth, need* for supportive service, and planning 
for continuing assessment of changing needs. 

During the past six to eight years, the efforts of 
a wide variety of persons and agencies have focused 
on the education^ assessment and programming 
needs and ri||Hs of the congenital rubejla popula- 
tion. The result is a true tecognition of the range of 
influences on a deaf-blind child's learning, includ- 
ing home and community influences, physical and 

- biological effects, temperame ^ a variety of learn- 
ing differences, and growl^ rlro among the chil- 
dref^. Most regions have recognized the necessity 
-/or a multidisciplinary 'approach to-^he total 

' edu(;ational assessm^t of a child and have recog- 
nized the need to develop new tools or to 
recombine old tools to approach adequately each 
of the multidisciplinary construct areas. As a result 
of this examirvation and exploration of each of the 
rpiany subareas of assessment, carried oQt by a 
variety of geographically scattered individuals, a 
wealth of**material is available to guide niata 
collection dilring th^ assessment process- develop- 
mental scales, normative tests, and innovative 
procedures. .A need exists to organize this material 
in accordance with an implied but not yet clearly 
delineated modfel of the .deaf-blind learner-to 



expand inforrnation related to interpretation of 
data collected for purposes of .immediate prescrip- 
tion and for long-range plani:ung, particularly to 
build products in which emphasis is on the 
relationship of assessment techniques to curricu- 
lum. The status of those involved in educationaV* 
assessment of deaf-blind chiWren is perhaps that of 
a socially focused, self-critfcal adolescent: ener- 
getic, in many ways wise and fresh in terms of ^ 
thinking, but with energies and knowledge^ not yet 
completely 4nte^ated nor cleariy focused. A need 
exists to bring together into* an orptfmzed scheme 
the specific assessment results available on thf 
national deaf-blind population; the tools and tech- 
niques appropriate to each particular assessment 

f phase as outlined earlier; and as much igfohnation 
'as is available on interpretation of assessment data 

^ as related to vital issues or needs, choice of 
language mode, methods of teaching concepts, the 
search for new methods to increase learning, choice 
of educational settings, and help for parents in 
understanding how their children think and what 
they understand and misunderstand.' 

Clearly, a variety ^of. assessment tools and 
approaches are necessary because a variety of 
specific questions must be answered and .since a 
portion of the population is totally blind and deaf; 
another portion is partially seeing; one portion is 
on a high Jinguistic level, using academic textbook 
materials; and another is on a prelinguistiq level, 
with focus on sensorimotor developments. For 
some purposes scores are necessary and offer 
information that can be interpr^^d into everyday- 
effects. In other cases, profll^^scriptions that 
offer delTelopmental age ranges are productive. In 
other instances, an assessment of the student's 
achievement with respect to an identified curricu- 
lum or outline of developmental steps may prove 
most u^ful. At other times specific but intuitively 
pieced-together information is needed to suggest 
the ar>swer to a particular problem. 

The ultimate outcome of any^ assessment, no 
matter what^the tools or what the approach^ is 

^dependent upon the person who does the asses^g. 
The assessment process is necessarily^affect^y)y 
that person's professional preparation; breadffi-of 
experience with a variety of handicapped children; 
length of experience with children growing and 
learning ovej ^e years* preseifce or Absence of 
prejudices with respect^^to educational method; 
attitude toward life; attitude toward the meaning 
education; attitude toward the ^its of handi- 
capped children; attitude toward the rights of 

.families; and the inclinatioif of the person or 
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j)ersons ipaking the assessment to' try to relate one 
areaiof behavior to another. In the educational* 
assessment of multihandicapped children, a need 
alwai^s exists for objectivity and perspective bal- 
ancoQ against an equal need for intuitive action and 
creativity with respect to the indivMual. 
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Psychoeducational Test Took Used in Assessing Deaf-Blind Children^ 



LANGUAGE MEASURES 



CharleslHerrill Preschool Language Scale 

Receptiye-Expressive'Emergent Language Scale ( REEL) 

Mechdm Language Scales 

Inner Language Scale (DuBose) 

Nonverbal Cornmunication Scales (Perkins) 

Language Acquisition Program for Severely Retarded (Kent) 

Wechsler Intelligence Scale for Children: Verbal items (WISC) 

Stanford-Bine t Scale of Intelligence: Verbal items 

Laura Lee Devetopn^ental Sentence Scoring 

Peabody Picture Vocabulary Test 

Hayes Adaptation of Stanford-Binet for the Blind 

Locally developed scales of behavior 



SELT-HELP SKILLS AND SOCIAL MEASURES 

— * 



^Manual for Development in Self Care of Multiply Handicapped Children'fft^hody) 
Adapiiv^Behaviour Scales 
Vinelan^S^cial Maturity Sc^le 

Maxfield-Pield Scale of Social Maturity for Blind Children 
Maxfield'Buchholtz Scale of Social Maturity for Preschool Blind Children 
Primary Progress Assessment Chart of SocialJ)evelapmen t(^AC) ' . ^ 
Balthazar^Scales of Adaptive Behaviour an^^ictional Independence 
Locally developed scales of behavior 

GENERAL MOTOR SCALES 

Peabody Developmental Motor Scales 0 
Cratty Test of Body Image in Blind Children 
Lincoln-Oseretsky Motor Development Scales 
Locally developed scales of behavior 

. 

. COGNITIVE-ADAPTIVE MEASURES: EARLY DEVELOPMENT 

Gesell Developmental Tests 

Cat tell Infant Scale 

Bayley Scales of Infant Development 

Preschool Attainment Record ' , 

Callier'/lzusa' Scale 

Behaviour Chhracteristics Progression Chart (DuBose) 
BKR Data: Development and Trainability Assessment 
Washington Guide 
Developmental Cheatlist (Hart) 
' Haeusserrrumn Test for Developmental Potential 
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PSychoeducational Test Tools Used in Assessing Deaf-Blind' Childfen (continued) 

— ^ ■ ^ ^^^^^^^ 

COGNITIVE-ADAPTIVE MEASURES EARLY DEVELOPMENT (toiitinued) 

McCarthy Scales of Children's AMlity ^ . ' 

Minnesota PrescfioorScale ' ^ / ^ 

'Nonverbal Develofiffjkntal Screening Inventory (DuBose ) , / ' ^ 

Perkins unpublished materials 

Peabody Intellectual i^formance Scale (Kiernan .and DuBose) 

TMR Profile ' , ' 

Michizan Manual for Assessment of a ^'Deaf-Blind'" Multiple Handiaapped Child / ^ 
homm developed checklists and scales 

COGNITIVE-ADAPTIVE NORMATIVE MEASURES 

* ' ' 



Merrill;P(dmer Scale of Mental Tests ^ 

Hiskey-Nebraska Test of Learning Aptitude for the Deaf 

Leiter International PerformanceyScale ' 

Grace A rthur Point Scale of Performance Tests 

Ontario School Ability Examination 

Columbia Mental Maturity Scale 

Stanford-Binet Intelligence Test 

' Wechsler Preschool and Primary Scale of Intelligence (WPPSI) 
Wechsler Intelligence Scale for Children ( WISC) 
Wechsler Adult Intelligence Scale ( WAISK 
Blind Learning Aptitude T^t 

Performance items from 1960 revisioti of the Hayes-Binet (by Davis) 

Goodenough'Harris Dpaw-a^Man ^ • 

Detroit Test of Learning' Aptitude 

Haptic Intelligence Scale for the Blind ^dult . 



PERCEPTUAL SKILLS 



Ay res Southern California Test Battery ^] 
Frostig Developmental Test of Visual Perception 
' Bender-Gestalt Test for Children • • , 

Purdue PerceptualMotor Survey 

^ 

ACHIEVEMENT TESTS 

Stanford Achievement Tests (Large type and braille editions) 
Peabody Individual Achievement Tests 



VIDEO PROTOCOLS 

> 



Videotape Recording Evaluation Protocol (CurtiV^nd Donlon) 



If 9. 




<u Developmeotal Areas andjHem Go^)rt^or the Primary Develornnent Scales* Designed for Deaf^Blind Children 



.f • - . < / DevelQpmental areas 



Background infortnatiop 
(l^eral 



Physical con\ 

Vision (medical) • ^ . 
^ Hearing Oaudiolpgist) ^ " 
Oral physiolog y^pc^ch p»TKology or pediat 



Developm^ntpl-scales 



Callier- 
, Azusa 
(1^74) 



HiroqS'inotor development - - . " % 

ifqstui'al (head move^HlEnl^ balance, ted,$o iorth) 
Loco;notion ' ' . ' . 



F,ine-motor developrti^*'^ ' 
. fine motor (manipulat^a) -i. 
^isual-Hiotor (special^basic p^forma^ test \ 



items) 



\ Perceptual # 
Visual: descriptive^ 

/ ] " Auditory: Jescripfive 
. ' audiologicaj . 
Tactile ' ' ' 



Daily Hving skilk 
' Todeting 

lites ing/undre'ssing 
^ PPMalhygi^* 

Feeding \ > 

' Di^ily iJtog aids*(gla^ses and^aring^jjs) 




unicationllanguagSf 
neral receptive' 
General expressive, \ — 
nt^eous Nonverbal / 
Social ^anticipator^) 
'^esturi/lg' 
Pictures [ ^ 
Print. , ' J . s ^ 
f mgerspellii^'* * ^ 

Qral language (general scale) ' * ' 

Vocalizatien/spfech expressive , 
l^eceptive^' Z • 

« *• 

Voca^tlon/speeoh ch^racterisjti cs ' 



Speech^yayation 
^ifRtion/spee( 



57 
39 



. 40 ^ 



•33 
.13 

16 



35 
t 44 



J 5 



(I973f. : 



+ 

+ . 



54' 
. 85 



'.y27 
+ 
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56 
36 
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10 



15 •• 
H ' 
10 

6^ 

•5 

30" 
14 
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38 • 



Mt. • 
Plains 
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78 
123. 



15 



\5 



•28 
67- 
16 
90 



6 
6 



41- 

33.- 
46 



Peabody 
(1974) 



/ 



ERIC 




+/- 



205 



103 



12 



141 



Developmental Areas and Hem CoxKfit for the Primary Development 
Scales Designed foj^Deaf-Blirid Children (Continued) , 



DevelopTnei\taI areas < 



Cognition Gen^ra^ffptive 

Atteritidli ^ ' ^ 

"TiHitatlon 
' Curiosity 

Causality ' , ^ ' ^ 

R^ognition/nse of objects 

Object concept ^ 

Constancy 
. - Object permanence 

Classification of objects* 

Probleniflplving 

Memory' (personal belongings, numbers; 
commuting, pictures, and so forth) 
i^quencin^ . ^ 

Obstacles in path i * . 
Representational play ^ 



Social development 

Body perception m • 
Self-coiacept ^ * 

Socialization ^ . ' - 

, Awar^eness 
Prescicial interaction 

Interaction with adults * 
Jnter*acUon with children 
Interaction with family ^* 
y Behawor in structured educational setting (cppp- 
ejfifdi; exploration, self-confidence, discipline, 
an^sp forth)- * / ^\ 

^ SociSKi^ommuriication (wants, dislikes, and 
„ so forth) ^ * • ^ - ^ 

— *r — '. 




' Developmental 



CalUer- ' 
. Azusa 
0974) ■ 



26 

35 ' 



r 



Mich'i- 
gan 

(1973) 

30 
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6 • 

19 
1. 
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*.5' ■ 
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12 
10 
S 

19 
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' 34 
'#5 
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4 ^ 
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7 27 - 
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Case. Finding and Referr&l 

Patricia M. Mershon * ^\ 
Director, New Mexico Programs for Deaf-Blind Children 
University of New Mexico,. School of Medicine, j^diatrite 



. Recurring epidemics have resulted iii^a signifi- 
- cant number of cases of maternal rubella during 
the first trimester of pregnancy and'the su^equent 
birth of> infants with j)artial or total loss of both 
hearing and vision.^ Because of the 'impact on the 
faiJ^ ana the, special needs of these children, it is - 
essential tliat information reach the parents of 
4hese children to inform (hieni of the availabihty of 
^rvices fxyf themselves and their children. Federal 
funds provided under line Vl-C of the Elementary 
and Sd^ndary Education Act have m^de special 
services available to deaf-blind children and.Uieir 
fam*ilies t&rough ten regional centers. ' 

Information and Case-Finding 

The mpst common approach to dissemination o| 
*informatio/i to thf general public throu*ghout- the 
United States js the use of a biLochure that . 
describes services provided to the*deaf-blind child. 
However, mass media 'are now being- use<I with 
increasingjfrequency. u : ' 

In 1973, Quldager*^tudied the impact of televi- 
sion announcements on attitudes, toward handi- 
capp^d\childr^if>^His research demonstrated that 
viewers v/^rff^ttost accepting of handicapped chil- 
dren (^fter having seen commercials in which a 
'professional television newscaster authoritatively 
presented facts about the handicapped and their 
^rehabilitation. A more significant, attitude change 
was iyated when tlie commercials simultaneously 
sho/iPed the children while the Yiarralor described * 
• them. Guldagfcr hypothesized that if the nairator 
were a well-known public figure, an e?ven stronger 
message would be projeetfed by "his or h^r af cep- 
tance of the children despite their obvious handi- 
^ap§, " • ^ 

Spot announcirnwts for radio and television, 
varying in lengtjjr f^^n 30 to 60 seconds, are also 



jie, Pediati 
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used as 9, ^Kns of increasing acceptance jarPThe-^ 
handicapped ^ijd by the public. <Guldager pointed 
odt that if a hantficapped child is viewed repeat- 
edly,-^cceptance can develop in the ,viewer. Fur- 
thermore, /such exposure would also increase iden- 
tification and referral of appropriate children (see 
tHe sample scripts on page IftS). 

The MidVest re^on distributes information by 
means of a quarterly bulletin (CollinSj 1975). This 
bulletin is diret^ted to professionals to assist them 
in the identification of needs of deaf-blind chiMrert 
in MichigafT Waterhouse*( 1,972) has also suggested 
the following ways of alerting and edupating both 
the public and/ professionals to the identification 
needPof deaf-blind children; * ^ 



key 



figures in 



1. Individual interviews with 
, ' education and rehabilitation 

2. NeM43paper releases and visits tp editors^! 

3. Feature articles in newspapers and magazines 
-4. Panel discussions* on radio andtelevision 

5. Circulation of specially pre^WS films to 
schools,' collegesf^clubs, and television stations 

6. Organisation of'regidnal workshops for pro- 
fessionals in education ind rehabilitation 

^ 7. Community meetings to reach t,he general 
pubhc and to inform neighboh of their local 
problems and the services available 
8. Lectures to medical and paramedical personnel 

•Qtorig (Ireland and Davis, 1965) reinforces the 
ne^d to alert state, county, and local health 
departments, welfare agencies, visiting nurses and 
social workers, and staffs of well-baby clinics and . 
day-care nurseries for underprivileged children. 
Exi^ig ^encies that have already developed 
avenues of 'case-finding can be most helpful in 
recoififnending ap4)roaches they have found suc- 
cessful in the dissemination of information (see 



Table I for a list off the types of agencies serjing^ 
deaf-blind children and the tyges of services ytey^ 
provide). ^ ^ . \ ^ 

Hardy (Ireland and Davis, 1965) recomme^tds 
establishing a register of high-risk infants who may" 
show the potential for deafness based on " *. . 
family background, the mother's pregnancy, cond^ 
tions {predelivery, and events of the immediate 
postnatal period.** The register would lisfc. these 
children to alert obstetricians and pediatricians to 
follow them with particulateare. Hardy contends 
that children listed^n the hip^l4sk register should 
be examined periodically for possible hearing 



ipjpairmehts. A high-risk registfef under the direc- 
tion . of a pfofessignai person using volunteer 
a5si§tai>fc is^ worthy of considefiition for case- 
finding in the future,. * - 

Approaches to case-finding vary i1f> accordance 
with individual state and regional needs. Forexam^ 
pie, iSoulh Dakota, in the Mountain-Plains Region,- 
has initiated a program of case-finding called Project 
Identification "(Woods, 1974), using a comprehen- 
sive media campaign. Jhe 'pjoject focused on 
reaching all housieholds within the state through 
m^'dr communication networks. Information about 
the" project was also' Included . with all welfare 



. * • Table- 1. • v 
Identification of Heferral* Sources Serving Deaf-Blind ChUdren 



Agencies 


. • . ^ * Type of Service 


Department of Public Welfare ^ 


K Social services 

2. Child welfare services ' * , 


Local Children's 
"Ag^Scies 


1. Public/private child placement, including church agencies. 

2. Public^riyate-day care centers • ^ , ' 

3. Hospitals md clinics 

4. Educational refefrals 


Specific to 
Handicap 


r. Blind- services • # • i 
2. Deaf services'' », ^ 
3!^ Cf services ' 

4. -0C services • 

5. Retarded children'? services ' ^ 



checks maijed within the state. Letters were sent to 
the state headquarters of each religious denomina- 
tion,; to social and fraternal 'Organizations, and to 
the National Guard, asking that information about,, 
the project'.be mcluded in their newsletters and 
periodicals. Information packets were placed in the 
waiting rooms of physicians' offices- and hospitals 
"^and included in inservice programmer public health 
nurses. The most unique approach in the Project 
Identification campaign was^dvertising on .the sides' 
of milk cartons distrfbnted by a local d^iry. 

The effectiveness of Project Identification can- 
not be assessed at this early, date. However, the 
following observations have Been made (Wopds, 
1974): * ' ^ : 

I. Insufficient financial resources should not be 
' construed as a major barrier to the conduct of 
an identification survey. Existing resources 
^ slrcmtd be "used in a complementary rather 
than-a duplicative effort. . \ ^ 



2. Concomitant ' wilh^ the 'identification survey 
^ 'should, be a prevention sejVtce program. Justi- 
fications for immunization and periodic medi- 
cal examinations should be articulated.' - 

3. A coalition of agency representatives who are, 
committed to a principle of service to Hie^ 
handicapped can initiate, needed service pro- 
grams. , , ' . 

Agency Coordination in Case-Finding 

Some regional center programs have had the* 
advantage of using a case-finding system that 
predates the funding of the deaf-blind program. 
For example, the registry of blind persons is 
required by la>y in lUiode Island so almost 100 
percent of the^eaf-blind population is identified 
previous tcHluee years of age. 

Similarly, the South Central Regional Center has 
beei^ded by the TcxasCommission for the Blind;- 
whidh has been functioning for many years. The 
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latter's approach to identification of deaf-blind 
•children was of - significant assistance to the 
regional center whep its. ease-finding and referral 
system was devefoped in 1969. The regional center 
is now .♦equipped to monitor the flow of children 
frbm referral to evaluation (Tprrie, 1^7*5). 

When regions do not ^ave the advantage of 
an existing' format for case-finding, social workers 
can be used successfully. An excellent ex^rnpje of a 
1^ resourceful^:ase-fmder in the South Central region 
, (MarqUipss^ 1975) is an Arkansas worker who 
makes an intensive effort to use every *urce that ^ 
might furnish n^mes of chfldren who qualify for 
^rvice^, making pe/sonal contact with .nifrses^ 
. parents, and related agencies and writing personal 
introductory and followHjp letters to these con- 
victs. This worker abo keeps in tou^ with persons - 
who^ receive more extensive andjoi current infor- 
mation, compiling bibliographies ^nd exchangtng 
information. To be^effective as a resource person, 
the social worker must Jbe willing to establish and 
maintain all possible.approaclWs to case-finding. 

New Mexico, part'ofihe Mountain-Plains region, 
arranged a morrthly ^conference with all^ state 
. agencies and programs involved in case-firfding in 
an effort to coordinate efforts. Schedules of the 
travel plans of all participatmg agencieLare' distrib- 
uted monthly. This allows for the coordination of 
several agencies apd more efficient referral 'proce- 
dures. The result is a more efficient use of state 
resources and personnel as well as increased benefit 
to families of handicapped children,. especially 
those requiring the services of more than one 
^ency. 

Children in the South-Atlantic region who are 
suspected of being deaf-blind are Wferred to the " 
South Carolina Department of Education by vari- 
ces agelicies including the Department of Mental 
Retardation, school districts, day care centers, 
T spe^ech and Jeamiiig clinics, and any other agencies 
or organizations associated with handicapped chil- . 
dren. The Department of Education' works closely 
■with the referring agencies to avoid duplication of 
•evaluation services. 

South Carolina uses an evaluation team through 
the University of South Carolina, The team mem- 
bers represent the following areas, audiology, 
ojology, ophthalmology, speech pathology, educa- 
tfonal psychology, and pediatrics (Efron, 1975). 

The initial referral, which is 6fTen made by the 
physician^ should result in placement. However, 
final placement shotrtd- be based orr ^ objective" 
evaluation. Even when the referral is made by 
other health care systems, a» pediatric evaluation is 



indicated with 'substantiation of reports fi^HH)e 

* ophthalmologist and audiolo^st ,to 'confipBthe 

patient's eligibility Jo receive servipes fronrthe 
deaf-blind program (R^bin, and otheps, 1974).^" 

' Factors That Influence IfJutcorae of Referral 

r Each- geographical and "cultural ^ea seeips^to 
^ present unique problems in the jde'rrtificatioii of ^ 
appropriate referrals. This may^pppve to be more 
difficult in some areas thaa m others. A report 
from the Southwest region (Cauffman, arid others, 
1967) indicatedMt^at children from Los Angeles^ ^ 
f^r example, were jriore likely to receive prom^ 
attention if th^y\vere members of smalf families pC 
Caucasian oi Oriental extraction, with parents Who 
had an education beyond high school and were 

* employed in white collar occupations. - 

Sparsely populated slates present special prob- 
lems in case-finding and referral bedawse health " 
care in these areas may be limited. Twenty p^ceflt . 

V of New Mexico's population, fpr exampSf^was* 
.without health fare in 1971 (Sanchez and Byhum,^ 

< 1971), and in some ar^s of the Navajo Reserva- 
*-tiqn, 50 percent of the children have chronically 
perforated eardVums (Mortimer, 1973). Fortu- 
nately, an experimental teacljing program in intra- 
cultural medicine, as well as other special federal 
programs, has1)rought about an increase in health 
service to the ^Navajo population, including funds 
fpx tht identification, training, and e&ucation of 
deaf-blind ciiildren on the reservation and, Ip 
pueblos ^Kimball, 1972). ^ 
' In 1967, Caufman and others identified factors 
which ^nfluenc€^d the outcome of referrals from a 
school health service program. The Lbs Angeles 
city school system was used because of it^ large 
ajid diversified population and its uniform health* 
service. The results of their research are as follows: 

1. Children of parents with^ higher income were 
significantly more likely to receive attention 
following, referral from a school health pro- ^ 
gram. 

2. Children of parents who were ♦educated 
beyond high schopl were more likely to 
receive attention than were -/children of 
parents with a'n educatioh less than, or equal 
to,- high school. • ^ ^ 

3. CHildren of fathers employed in white collar 
occupations were -more likely tojeceive atten- 

• tion than were children 'of fathers employed 



3iue cuiiar ucca 
outside of the. home did not influence these 
findings. *. * # 
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4. Children of blder parejits (fathers over forty 
years of age mothers oyer thirty-five years 
of age) were* more likely to receive attention 
' than were children of younger parents. 
^ 5. Children of ,sraalle'r families' (one or two 
children in the famiiy) were more likely to 
receive attention than were children of larget 
* families.v .# ^ 

• 6. Quldren of white and oriental parents were 
^ miicTi more bkely to receive attention than 
were children of Negro or Spanish sumarhe 
patrents. 

1. Children of Jewish i:eligious preference were 
much -more likely to receive attention than 
were children of parents^ having other religious 
preference. • 

In relating notificiations to outcome of referral, 
Caufm^p made a number. of observsrtions. 'When 
one * notification for treatment recommendation 
was received, approximately one-half of the par- 
ents responded, and an increasing numi)er re- 
sponded when two or more notifications were sent. 
Parents contacted by»niore than one pefson were, 
significantly more likely to secure attention for 
their chil^lren. This final frndiiigof Caufman is one 
of.lhfc more significant in ca^-finding and follow- 
up. The prior information could prove useful in the 
intensity of follow-up indicated for tho$e families 
who may be less likely to be motivated. 

^ Referral to Another Agency 

Elling (1974) points out that some 6f the factojs 
that ptapa j^rt in the disparity of health servic/ss 
are ^ts, Available manpower, local beliefs, and 
Tx>htical factors. Th^ case-finder must *be familiar 
with procedural differences within locations and 
adhere to the procedures for referral followed by 
each individual agency. In referring a patient, to 
ffliother agency, the^ase-finder'must obtain release 
of information forms* from the parents to avoid 
invasion of their privacy and ta allow for a ^ 
•minimum of duplication of reporting by . the 
family. 

If there is a' delay in the transfer of a family to 
another agency that can serve it more appropri- 
ately, the field * worker should continue in a 
supportive ^ol^ during the interim period. Wall 
(1964) describes the sudden reluctance on the part 
of the referring agency to service the patient once 
his or Jier family has beea referred to another 
agency. The importance of a close, viable tvorki§g~ 
relationship between agencies can best serve the 
child* and hi§ or her family. 



GnJber (1974) proposes using technological 
advances to coordinate efforts in service related 
fields. ' ' 

Efficiency and good human relationships woidd not bo 
regarded as separate and contr4dictory features of 
organized life . . It is possible to use the newer soci3L 
techniques and systems to benefit . , . (rhan). , 

One te^jhnologjcal. advancement -used for the 
desff-bUrid is. a method^ of data collection. 
SEARCH^ a tdecommunications system^ i^ a com- 
puter terminal device Connected to a central, 
system of telephone lines prdvide preventive, 
diagnostic, therapeutic, and rehabilitative health 
services. The 'SEARCH "tracking system" follows 
consumers who • have either ^fedical or spcial^ 
problems, ; ;ahd . it follows consumers who ^ 
referred Vy the, 'same organizations. The service 
provider in suCh cases rhay .be ^either an individual 
or an organization. , The system provides for fol-, 
lowing the consumer into the hoifie and 'pentiits 
comparisons among thevdata collected from -all 
parties involved in the^ referral process— xeferral 
ag^n<;:ies, service providers, and cbnsumers. *A con- 
' ceptual moder4for measuring the Sutcome ^of 
jeferra^^is shown in Figure 1. ' ^ ^ ..^ 
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Fig. I . Conceptual model fo^ fneasuiirig out<;offne of reftml 
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* , Margin for Jmprovement 

' Despite the outstanding national efforts in case- 
finding, and referr2^k4^nionstrated by the Regional 
Centers for Services ^ to Deaf-Blind i^hildren, -a 
margin for improvement remains^ Suggeslions have 
been made for the coordination of all service^ and 
yieir funding, with a (*entral registry ' for the 

^children identified, ^s well as a registry of available 

.certified personnel ^Guldager; 1 973). 

Under the impetus of Project Spin-Off, South- 
western^ Regional Center, home visitors , have 
assisted more than 3Q0 famiUH of deaf-blind 
children not previously recming services,^ have 
served as a catalyst between 'these families and 
other agendes within' their own communities, and 
have increased coqimtinity, awarenes^of the needs 
of these children. Yet^ the Departhlent of Hearlth, 
' Education, and Welfare es|imates^that a number of 
deaf-blind children are still not receivmg services. 
Cas^-findmg and identification must, t-herefoxe, be 
a contiguous, ongoing process, m all ten regions. 
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r ' Sample Script ^ 
Radio Spot Announcement 

* , 64 30 / * 

* Words ' • - Seconds 
The Northwest Regional Center for Deaf-Blind 
Children fs anxious to locate all children who have 
a combination of seeing and hearing difficuljies. If 
you know of any such aihildren, won't you bring 
them to the att€«ition of: The Northwest Regional 
•tenter for Deaf-Blind .Children, 341 1 South Alaska 
Street,. Seattle, WA 98118 {possible repeat of 
''addressl -Phon^(206) 464-6694. 

/ ■ . " - 



Sample Script ' * 
^^ladio Spot Announcement 

,124 * ' ' 60 
, Words Seconds , 

Do you know any cWdren who are both deaf and , 
blind? The Northwest Regional Center for Eteaf- 
Blind Children is trying to locate all children jn the 
Northwest who have & combination of both hear- 
ing and visual problems. The center will assist in 
diagpoSing the extent of the han^lfep and refer 
them to programs whfere they can be educated ind 
trained to the fullest extent of their poterttial. Aid 
for families of deaf-blind individuals is also avail- 
able. If you know any children -wh^o yjpu suspect 
have a handicap of both limited '-sight smd hearing, 
please contact: The Northwest Regional Center for 
Deaf-Blrhd ChUdren/3411 South. Alaska Street, 
Seattle, WA 981 18 or telephone (206) 464-6694 



Sample Television Script 
60 Seconds ' 



BACKGR0UND~3LACK 
LIGHTING-CA^lEO 

TWO SHOTS OF GE^ORGE SHEARING AND 
ROCHELLE SEATED SIDE BY SIDE. GEORGE 
SHEARING ON HER RIGHT. ' ^ 

ROCHELLE 1S-440L4)1NG AND FEELING k 
TOY STUFFED A'!^JIMA^ ON HER.LAP.. 



INSERT APPROPRIATE AUPIO TAG FOR 
VHO^E NUMBER OF NEAREST REGIONAL 
CEN TER AND/OR tV STATION ( 10 seconds) 



Hi, I'm George Shearing, and this is a friend, of 
mine, Rochelle. 

Kochelle is b.oth d^af and blind, like thousands of 
i^other children across the country. 
Although she can hear vague sounds and see fuzzy 
images, shp is classified as a deaf-blind child. , • - ^ 

But Rochelle is one of the lucky ones. , ' ^ * ♦ 
Sbe is learning many skills which will help her lead 
a more normal meaning^^ife. ^* ' ' \ - 

,Rochelle is receiving these services thniugh^ a 
nationwide program spons*ed by the 13.^. Office » 
of Education. ' *^ • 

But for all the thousands this program' has helped, 
there are still thgusands more who have not been* 
reached. ' ^ / 

Will you help find the others? ^ ^ 

If you know someone with combined visual and 
hearing impairments, please call your Regional 
Center for Deaf-Blind Children and'let them know. ' 
You'll help that-child turn on to the world. (50 

seconds,) 
• « 

INSERT APPROPRIATE SLIDE FOR PHONE 
• NUMBER OF NEAREST REGIONAL CENTE(^ 
AND/OR TV STATION 
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. Infant Stimulation Programming 
for the Deaf-Blind- ' 

^adeUne W. Appdl 

4»ittaiit Profinsor of Clinical f edtatrics, College of Physidw and Safge<m, Columbia University ; 
Chief, Child Development Secti#n, Roosevelt Hospital, New Ydflt- 



Dramatic changes have taken place 'within the 
last five years^ the field of early education for the 
handicapped. Prior to this time, with the exception 
of a handful of programs scattered aroun^ the 
(Country, intervention for the handicapped infant 
did not fall into the province of education but into 
other professional specialties such as speech ther- 
apy, occupational therapy, or physical therapy. 

Traditionally, education for a deaf child' began 
when he or she entered a nursery program in ^ 
school for the deaf it the age of three or four; The 
visually imjJaiied infant, depending on where he or 
she resided, fared a little better." Itinerant teachers 
did go into homes to provide stimulation for the 
infant and guidance and counseling for the mother. 
In general, intervention was focused oaindividual 
handicaps, deafness; visual impairment; and mental 
retardation or cerebral palsy. The -word ^'multi* 
handicapped" was not used ten years ago in most 
colleges that were trainings special educators. Of 
course, schools for the handicapped diJ have a 
class or two'^n the back corridors or basement for 
the educational "failures/' just as institutions for 
the itientaUy retarded had their back wards. But 
visitors were never allowed to See these cltildren. 
The rubeDa epidjpmic of 19i54^5 directed attention 
to this subcultirfe of^the handicapped only because 
of the, number of children that would soon require. 
sQ^ei^ education. ^ 

years 1966 inrough 1968 marked the 
turning point in special education for ihe multi- 
handicapped child. Conferences were convened to 
study the problem that the '^rubella bulge*' had 
treated. In November, 1966, the Rubella Birth 
Defect Kv a^uatiqn Project rePorted_Jts fi ndings to 




leaders fromi meai^li educational, and social ser- 
vice agencies in metropolitan New York. The • 



clinical matiifestations of- congenital rubWa and 
unmet service needs among 300 children were 
described in detail; estimates were presented* con- 
cerning the true magnitude of the rubella problem 
in the commonity. In. April, 1967^ a fwrents 
workshop on rubelb, sponsored by John tracy 
ainic,.the California State Department of Public 
Health, and the CaBfomia State Department of 
Education, Division of Special Schools and Ser- 
vices^ presented paren^ with current medical and 
educational information oa -rubella. With this new 
knowledge, the parents ceuld play an active role in 
ensuring that required ^rv?ces would be available 
for their rubella-damaged children^In May, 1967, a 
conference was convened through the collaborative 
.efforts of the Rubella Pjoject, the New York State 
Commission for the- Blind and Visually Hand i- 
Jtaped, the New York City Board of Education, 
^TO^ five voluntary social agencies to alert a \vider 
audience to "A-^&mimunity and Family Crisis: The 
Congenitally Impaired Child: New Approaches to 
Early Childhood and Education." At about the 
same time, a special study institute for the multi- . 
handipapped, sponsored by the California State 
department of Education, met to a^^s the impact 
this populatio^i would have upon the educational 
and training institutions] 

In 1968^ Congress enlcted Publi^Law 91^230, 
Title VI-C, "Centers and-Servic^ fer Deaf-BUnfl 
Children," 'to be administered by the Bureau of 
Education for the Handicapped (BEH), U.S. Office 
of Education. The rubeUa victims were already 
four to five yea rs old. Identification, evaluation, 
referral, and placement in educational programs 
we fe the major thrusts f or this school-age popula- 



tion. The first programs did not qualify as infant 
stimulation per se* However, the Deaf-Blind Cen- 
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ters Act (|he first passed^ after creation of BEH) 
established a legislative basis for delivery of educa- 

, tional services to infants, because it did not have a , 
lower limit of eligibility. Subsequeritly/^ore 
emphasis on early'education resulted in passage of 
the Handicapped Children's Early Education Act, 
^hich- authorized the establishment and operation 
of model early education projects. This^act, which 
cj:e^ed the First Chance Network, has not focused 
on die deaf-blind. Deaf-blyid infants are receiving 
service^ -primarily within Ihe framework of Jthe ten 
Regional Centers for Serviced to Deaf-Blind 
Children/' \ • , . 

By June, 1969, sufficient progress had been 

- made for convening a special study institute to 
consider the ''Effect of Preschool^ Service* fbr the 
DtfaT-Blind." Reports 'were presented that 
described operational d'iagapstic arfd evaluation 
teams, teacher training efforts, and preschool 
^qgrams for the 'deaf-blind child. 

The rubella cnsis may be^over, but this does not 
mean tlv^t ruBella'has been eliminated. The Center 
for Disease Control (CDC) has reported 237 cases 
of congenital rubella since 1969 ^Modlin,^ 975). 

^ Forty-five percent of these cases were referred to, 

' CDC through the Rubella Project, ^ince the 
Rubella Project serves an ar&ar which includes 5 
perJTenf of the national population, it Is reasonable 
to assume that there are many more cases that have 
not been identified to the CDC. In addition, as 
described elsewhere in thi^ volume, other diseases 
produce th^ combined visual and auditory impair-^ 
n\ent. 

*The pXirpose of thi5 paper is to review the state 
of' th^ art in eariy eJucationai services fbr deaQ^' 
blind infants and young children*. These programs 
frequently -are referred to as infant stimulation 
programs, but this title is far top restrictive to 
describe the m^t range of activity which takes 
place in an adequate program for these infants and 
their fagiilies. This presentation consists of two 
major parts: fl) a rationale for early intervention 



and (2) a 
service pn 



Presentf 




irvention 



jfption 6f the components of^a full 



df child develop- 
?af-blind child, may, be 
lows: 



lie for Early I 

fcepted con 
nfient, as they apply to t 
viewed for simplici 

S An infant bom biologically intact can develop 
^ to full genetk "potential if his or her envirbn- 
"mehTTs"nonnaT-exp^^ri^ 
2. An infant bom biologically intact-will demon- 
strate developmental attrition (failure to 



achieve his or her gen^c ^^tential) if he «r 
sh€/is environmentally depriveo^ ^ 
3. ^n infant bom with biologic deficits such as 
deafness, blindness, bra iti . injury, jor some 
combination thereof, is ^t risk of? develop- 
mental attrition equal- to\{ great^ than the 
biologicaUnsuIt, 

The rationale ^or intervention programs for such 
children is a belief that coijipensatpry or alterna- 
tive experiences * may prevent or minimize this 
attrition. This belief is now based on decades of 
laboratory and clinical, observation. Unfortunately, 
none of these data as yet provide documentation 
of the'impact of early interv^pition on life outcome ' 
of the deaf-blind child^nd. his or her family, 
however, this review -^has attempted' to select 
observations which may have bearing on the i^ues 
at hand. ^ , ' 

Background Iiif9fination * ^ ^ 

From beYore the turn of the century' through 

' Wprld War II, two viewpoints in the behavioral 
scieiices prevailed: the assumption of 'Tixed ijitelli-' 
gence" ^d the assumption of "predetenjiined 
development" (Hunt, '1969). The human fnfapt- 
was viewed as a passive, dull organism .whose - 
development was entirely mediated* by yiflexible 

^ internal neurological and biological eventgv ^ 

Acceleration of development ... is typically ,-an inherest 
biological characteristic of the individual, jnost probably 
hereditary in nature. /There is no convincing eviderfte ^/ 
that fundamental acceleration of development . can be 
readily induced by either pernicious or enlighten^ 
nie^ods of stimiriation (Gesell. 1 9^28). " Y ^ 
Succeeding scientific studies hav^ pcinted'^out 
the deficits in the nature-nurturf controversy, a 
tl^esis first promulgated by Galton In Hereditary 
Genius An Inquiry into Its Law; and Consequences 
(1869). Although debate 'still continues, the 
natujg-iturture controversy , is now passe among • 
m^lfy professionals. In actuality, acceptance of Jthe 
significance of genetic factors does not minimize 
the- importance of asking quesHonsi^Is shaping of 
the deaf-blind infant's environment likely to be of 
value, and if 5P, when and how? * 
In 193S,' Piaget presented a picture of the 
• development of intelligence as continuous transfor- 
matioa in the organizations or structures of intelli- 
gerf£e. He presented intelligence as an adaptive 
interaction between the organism and the environ- 
ment. On the basis of these concepts and support- 
ing obsf^rvations froni many other investigators, it. 
should be possible for the educator to shape the • 
deaf-blind infant's environment to pro)^ide him or 
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her with experience that will foster positive gpowth 
and development (Hunt, 1961). 

. Furthermore, we now know that the human 
newborn infant is* a responsive organism .(Lipsett, 
1971). 

We Ifnow that he sees because he rollows\^jects and 
geometric pattems with his eyes^ We know thatne hears 
from the fact that when we administer certain sounds, 
the baby's activity increases, his heart rate accelerates, 
and his respiration is momentarily quickened. We know 
that he is sensitive to the touch of objects on his face, 

' particularly arjound his mouth, because he' tends to turn 
his mouth toward the locus of contact. We know that 
the inside of his mouth i§ sensitive to touch, because he 
latches on to some objects placed th^re, while he tends^ 
to thrust others out with his tongue. We know that he 
has taste sensitivity because he sucks mor^ vigorously 
and in longer bursts to some fluids than he does to 
others^ and indeed he stops ^cking altogether ^when 
some nonsweet substances are delivered to him. We 
knOw that he can snfiell, because a polygraph record 
reflecting motor activity, heart rate, and respiration look 

^ different ^hen he is presented with some substances 
than when he is presented with other substances or no 
substance at all. Although the human newborn cannot 
articulate for us what he senses and feels, he can 
jievertheless. get the message to us through his system- 
atic, congenital responses to stimuli which appear inJhis 
environment. 

Lipsett believes "that it is precisely the orderly 
nature of the congenital response repertoire of the 
human newbpm thafTnakes this orgaiiism a likely 
candidate for the acquisition "of leciming at least as 
soon as birth," His experiments with two-to-four- 
day-old infants demonstrate that these infants are 
capable of learning and are susceptible to both 
classical land operant conditioning. Although these 
experiments did not involve deaf-blind infants, 
tlfcy gave solid clues for answering the first 
question: "Wher^ is shaping of the deaf-blind 
infant s environment likely to be of value?" The 
ariswer is probably from the first days of life!- 

Visual impairment, severe and p/ofouTkAiearing 
Ipsses, severe mental retardation, and severe nea; 



eBvironm^nt. Studies* have shown that there is a 
relationship between an infant's developmental 
status and socioeconomic status. Retarded infants 
are more vulnerable to. the adverse effects of their 
environmei;its, even though there is a poor correla- 
tion between social class and test performance in 
infancy (Willerman, 1970). As Lipsett docu- 
mented, the infant is not a powerless organism. To 
some extent,* the infant is able to shape the 
environment through his or her ability to learn and. 
through his or her temperament. Nevertheless, he 
or she is still a helpless organism- because of the 
inability to control the innate biological resources 
or thjO-environment into which he or she is born. 

The saying that '^Qverty begets poverty" can- 
not be overlooked, A basic relationship exists 
between illness and educational failure. In addi- 
tion, because the infant is dependent, the caretaker 
pla>^ art instrumental role in shaping early learning. 
However, the lasting effects of earlj;, care or 
noncare and the relationships between deprivation 
and later performance have not been fulfy estab- 
lished, 

of Eariy Deprivation 

What role does early deprivation play In the 
attainment of experience? We knovy from longitu- 
dinal studies of biologically intact infants that 
early intervention with orphaned infants did alter 
their" future Hfe-style and that the intellectual gains' 
these cliildren made in early or middle childhood 
were maintained i^;! adulthood (Skeels and others^ 
1972). Deaf-blind children are multisensorially 
deprived from birth. Other factors such as poverty 
and ^nalnutrition and additional physical defects 
often add to the burden. Their deprivation is 
continuous and probably cumulative.' To intervene 
effectively or to know what is relevant to the 
planning of content alt^l curriculum for infant 
stimulation programs, one^must first know >what 
the deaf-olind infant h^s had limited access to or 
has been growing up without. 



tardation, and severe neajxt^....^,^^^ A great deal of what is know/i about infant 
logical dysfunction can often be detected m-^KJung development comes from the^ initial testing of 



itifants. Complicating defects and milder degrees of 
auditory and visual impairment, cerebral palsy, or 
mental dysfunction cannot be detected as readily 
in this age group. Furthermore, we cannot predict 
from an infant's behavior what his or her future 
performance vyill be. The correlation between infant 
"intelligence tests and future performance is poor, 
exc^t at the- very lo>v end ef th^ scale. Even tKK 
may be misleading because the infant's later 
performance can be affected profoundly by the 



specific hypotheses on lower animals, I^any of the 
principles emanating from animal research have 
jlpplication and implications for human education. 
Although what may be true for chimpanzees or" 
chicks may not necessarily apply completely to hu- 
Oian infants; studies of sensory and maternal depri- 
vat4on that have been done with animals serve as a 
gu4de to ufider standing human development,- '-4n-- 
fact, it is fair to say that many of the important 
changes in our views of intelligence that have come 
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about within the last decade or so can be attri- 
buted to new insights growing out of animal 
research' (Mason, 1 970). 

Visml Deprhratkm i 

The knowleJ^ that"Uie human infant is respon- 
sive to such stimuli as shape, pattern, size, and 
solidity as opposed to only light, color, ^ and 
movemeni grew out of studies with chicks at the 
University of Chicago. Experiments by Fantz 
(1971) indicated that chicks have "an innate ability 
to perceive shape, three dimensionality, and size. 
The chicks used these skills meaningfully to select 
objects the size and shape of grain or seeds. 
visual interest test was giverTto 30 infants whose 
initial ages, ranged from one to fifteen weeks. The 
total time the infants spent looking at the test 
patterns correlated directly with the complexity of 
the patterns. The differential response to patterns 
occurred at all ages, indicating that it was not the 
result of a learning process. Similar results were 
obtained by a Swiss pediatricianr^ ^Sttfftimann^- 
who studied infants ranging in age from one to 
fourteen days. Patterned cards were more interest- 
ing to the newborn infants than those with plain 
colors (Fantz, 1971). When 49 infants from foiir 
. day^o six months of age were tested with three ■ 
flat objectsjhe size and shape of a head, the results 
were the same throughout the age range; infants 
, looked most frequently at the ''real" face, some- 
what les^ often at the scrambled face, and ignQ^^ed 
the control pattern. The real face was selected 
consistently by Ihe younger, infants. The infant's 
preference for the face pattern might relate to the 
specific importance of the human to- the infant, 
just as the chick is able to pick outjp shapes that 
look like grain. 

• With maturation, the human infant's visual^ 
acuity increases; However, the effects of learning 
om visual perception arc more subtle than acuity 
alone and must be understood for the educator to 
deal effectively with the visually impaired infant. 

Depriving animals of patterned visual stimuli for 
a period after birth impair^ their later visual 
performance, especially the ability to 'perceive 
form. Not only is learned behavior vulnerable, but 
innate responses are affected as well. Chicks kept 
in darkness for several weeks after birth lost the 
ability to peck at^ food. Retsen (1950) demon- 
strated that there are critical ^ periods in the 
^ development ' of form perceptiori. Three infant 
chii^anzees were reared in a dark room from birth 
under the following conditions: one was kept in 
complete darkness for the duration; the second. was 



allowed an hour and a half of light daily through a ' 
white plexiglass mask that admitted only diffusgd^^ 
unpattemed light; and the third, was allowed an * 
hour and a half of patterned light ^ch^day'so that 
the animal could observe the edge* of the crib, 
variations in pattern introduced by fT\oyemerifs of 
t^e body and limbs, and the acconipanintents of 
bottle feeding- When the chimps were tested in the 
light at the end of seven months, thosie^eared in 
complete darkness or with exposure only toTliffuse 
light exhibited an extreme degree of visual incom- 
petence. They could not fixate ujon either a 
stationary or a moving object. However, with 
subsequent visual experience, the latter chimps 
acquired visual competence much more rapidly 
than the chimps who had been totally deprived of 
light. In sharp contrast, the chimp allowed an hour 
and a half of patterned light each day was able 
immediately to fixate on a person, visually ffUrsue^ 
,ah object moving across the visual field, and 
visually pursue the feeding bottle. This chimp did 
^ -e^Aibit- initials av-oidance. of ^-Strange -objects^.-The 
.behavior was extinguished in two » days, while it 
took foiir months for the other two chimpanzees 
to "learn to see." In addition, the behavior of the 
chimp that had been allowed oply an hbur-and-a- 
half of patterned vision a day was barely distin- 
guishable from that of the normally reared chim- 
panzees. 

Additional experiments by Fantz indicate that 
monkeys kept in the dark for a shorter period of 
time «re usually able to^ show sood spatial orienta- 
tion in a few hours or days. In addition, the' 
monkeys demonstrated normaTTnterest in patterned 
, objects, whereas the animals deprived of ligKt for 
longer periods seemed more interested in color, 
brightness, and size. 

. , . there appears to be a complex interplay of innate 
ability, maturation, and learning in the molding of visual 
behavior, operating in this manner; there is a critical age 
for the development of a given visual respoiise when the 
visual meiTtai, apd motor capacities are ready to be used 
and under normal circumstances will either show the 
. response without experience or will learn it readily. If 
the response is not "imprinted" at the critical age for 
want of visual stimului development proceeds abnor- 
mally without the visual Component. Presented with the 
stimulus later on, the animal learns to respond, if it 
responds at all, only with extensive experience and 
traWg (Fantz, 1971). J 

Inferences that are relevant for infants bom with 
, congenital, rubella cataracts can be drawn from 
these studies.. First, one can infer from these 
studies and from experience that the infant with 



.152 



162 



bilateral cataracts is ^ble to perceive color, and* 
brightness. These infants '"Sw^ similar to the chimp 
xaised behind the .white plexiglass mask! After 
completion of successful cataract surgery, they 

• should be able to "learn to see" and to develop 
form perception. Second, congenital cataracts 

• mature at variable rates. Some do not mature untif 

• the. third or fourth month of life, and it is not 
uncomijion for the mother to be the first person to 
detect the cataract several weeks after IkQ newborn 
is discharged from the nursery (Weiss, 1972). 
Therefore, these infants may have a variable visual 
•experience pnojr ta the'appearanee of the cataracts. 
Whether this brief visual experience during the first 
month of life has an effe© on their later learning 
ability is not known. 

Deprivmg chimpanzees of their sight affected- 
their ability t5 relate^meaningtuUy to the environ- 
ment and rendered them functionally^ retarded. 
^' When their sight was restored, the chimps were 
able to make up this developmental iag wwth 
training and experience. The infant with cataracts, 
like the chimps, is>deprived of the opportunity for 
incidental learning. Subsequently, the infant* may 
learn to. see but without erLCQuragejnent will be 
^ retarded in his or her ability ^o sit, stand, creep, or 
♦ walk. 

The research of Held and his associates (1963, 
1965, 1967) points out the interrelationship and 
intordependence of sensory and motor functions to 
the development of motor coordination.*Of partic- 
ular concern is fhe role of motor feedback to the 
development "oT visual-motor function, Thp effect 
of environmental interaction on the development 
of visual-motof* coordination was demonstrated in 
an experiment that involved actively and pas^tveiy 
transported kittens. Eight pairs of kittens raised in 
the dark were given a biW daily exposure to light. 
One of the' paired kittens Valked freelV Ground a 
circle pulling a carriage that^ contained the other 
kitten. Visual stimulation Was the same for both 
kittens. Subsequent testipg indicated that the 
active kittens were superior to the passive kittens 
in tests of spatial localization. The active kittens 
blinked at approaching objects, extended their 
forepaws to ward off collision, and had normal 
depth perception. The passive kittens did. not 
demonstrate this behavior until they 'were allowed 
to run about freely for a number of days (Held an<J 
Hein, 1963; Held, 1965). ^ 

Visual-motor defects also appeared in aniilials 
allowed freedom of movement but deprive* of 
' sfceing their hands. Macque monkeys raised from 
birth to an age of thirty-five days were inferior to 
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the control monkeys of the same age in ability to 
reach accurately for objects. Accuracy and'lperfor- 
mance increased within hours after the monkeys 
were given the opportunity for "self-instruction."/ 
Precision occurred because the monkeys were 
altowed to view' their own hand movements (Held 
and Bauer, 1967). Deprivation involving motor- 
visual feedback appears to be reversible, unlike the' 
more severe deprivation, which involves vfsion 
alone. * ^ 

Hypotonia is a common clinical manifestation' ' 
amongvisually impaired infants. On the basis of the 
preceding studies, it is reasonable to suspect that 
delayed motor developmenfis attributable, at least 
in part, to lack of visual stimulation. Impeded early 
exposure to gross motor activities leads to* later 
' impaired gross and fine motor coordination. This is 
true for the copgenitally blind as vyelL^s the 
visually limited infant whose central nervpus sys- 
tem may be otherwise uninvolved. The problem is 
compounded regularly for the infant who is -deaf- 
blind due^ to congenital rubella because primary 
neurologic impairment is common in this disease 
(Cooper, 1969). . • . 

Auditory Depdvatioh ^ 

Variables such as socioeconomic level, the 
speech environment, and intelligence influence the 
development of expressive language in the normal 
infant. Studies have ^own that the normal infant 
has the receptive capacity to discriminate among, 
and resjiond selectively to auditory signals (Ei^n- 
berg, 1966). Cardiac and motor responses were 
* studied to determine whether individual resf)onse 
to stimuli cj;ianged with the intensity of the 
stimulusXSteiwschneider and others, 1966). J^esults 
indicate that the cardiac responses of newborn 
infants differed with the intensity of the auditory 
stimulus. Thomas (19637 was able to demonstrate* 
that infants between the ages of ope and four , 
months were able to 'discriminate between the 
voiced and voiceless' stop consonants b and "p. 
^•Whether one believes that language' is innate, • 1 
unf9lds, or is 'Acquired, the^h^iman infant does 
evidence the capacity to attend to sound discrimi- 
natively. ' ^ ' » 

Ait-hough there is no i&iversaHy accepted theo- 
r^i^ 'basis for language acquisition, there does 
appear to be a ^'schedule^of.evolVement in which * * 
apparently one set of events sets the stage, for a 
subsequent set, and so on"' (Lonnebeig, 1967). 
ThisTias been dwnonstraled eveTt*«i^pLildren whose ~ 
developmental seijuencing is obviously delayed. Ill 
children^ wUh TOown's syndrome, the s^gyential » - 
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emergente 9f language remans undisturbed with 
the exception of articulation of phonemes. Intel- 
lectual limitation does influence Hhe qualitative 
aspects of their language output. Nevertheless, the 
child, with Down's syndrome progjiesses ^through 
normal s^ges before expressive langi^e develop- 
ment is arrested. ^ . » 

The br&adth of the deprivation to a child who 
suffers biologic insult to the» auditory nerve is t 
enormo.us. Nevertheless, early intervention prcK 
grams for deaf infants hav§ shown^that it is 
possible for th« profoundly deaf child Jto develop . 
good* Oral language skills. This is particularly 
remarkable Hec^ause the eye is slower in temporal 
integration than the ear. Even the most proficient 
lip-reader cannot identify more than 40 to 50 
percent of -articulated phonemes. A deaf chUd who 
does not begin intensive language training until the 
age of three or four is already ''at ah age when 
other children have fully mastered this skill and 
when perhaps the most important formative period 
for language establishnient is already on the de- 
cline*' (Lenneberg, 1967). 

The task of learning Unguage ev^ for an intact 
deaf child is monumental. Most deaf-blind children 
^have either mental or neurological dysfunction. 
^Therefore, to ex^ct processing of verbal language, 
with visually limited eyes and a biologically injured 
brain, is ^k)bably unrealistic. Mahy of us h^^' 
learned that these attenipts at teaching speech were 
for many children jnerely piling deprivatioi\ onto * 
alrekd^xisting pri^'ation. 

Maternal Deprivation » * 

The. physician, psychologist, and educ^r or 
counselor of the deaf-bHnd cannot' overtook the 
similarities between these children and matern^ly 
deprived, biologically in||M:t human .infants and 
infant monkeys. The central issue, though, is 
identifying the specific environmental factors that 
influence adequate "development. By identifying 
what is missing, the studies of infants in institu- 
tions give insight into the social' and nonsocial 
stimulation needed for adequate cognitive and 
social development. Nowhere is t)ie impact of 
. infantile isolation and. maternal deprivation more\ 
evident ^ than in the work of Hariow and iiis 
associates (19i9, 1963, 1971). The results of tteir 
experiments with deprived monkeys provide addi- 
tional perspectivejn our attempt to understand the 
privation of the deaf-blirrd infant. 

Spitz* study (1945, 1946) of "hospitalism" in 
two contrasting groups of infants confined to . 
institutions demonstrated' the effects of stimulus 
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deprivation on the human infant. One group' of^61 
infants lived in a foundling home. The second 
group of '69 infants lived in a nursery attached to a 
penaJ institution. The infants in the foundling 
home received very little stiniulation after their 
thothers stopped nursing them at three months of 
ag^. The nursery infants were cared for by*, their 
mothers on' a daily basis during the first yeai^ 
life. The developmental quotfent for the 61- chil- 
drei^in the foundling home dropped pro^essively 
during the course of the infants', first year from a 
mean of 124 the,first four monthsjo 72 for th^ 
last four months. In contrast,^ the developmental 
quotient for the nursery group was 101.5 fot. the 
first four months and 105 for the last four months'. 
Spitz attributed the drop in developmental quo- ' 
tient for the Joundling babies to the lack of 
mothering. Spits; also described a syndrome, which 
he called "anaclitic dej)ression,'^ in which the 
infant manifests weight loss, decline in develop; 
mentahquotient, increased suscofJT^bility to ilifec- 
tion, weepiness, and withdrawal. Spitz also attrib- 
uted this phenomenon to lack of motjjering. 

Upon closer scrutiny, not all of the children 
whose mothers were removed developed this 
^syndrome. The affected children were aH between 
'six and eleven months of age when separation 
occurred. Spitz felt that ''the factors leading to the 
" development of anaclitic depression in human'' 
% infants involved separation from^a mother with 
whom the infant had developed a strong depen- 
dency and placement in. a stimulus* restricUd 
^ environment without adequate mother substitutes" 
(1972). The human infants then became infept 
because , they lacked the motivation to interact 
with the environment. * . * 

• Provence and Lipton's (1962) detailed study of 
infants institutionalized at birth presented furthef 
evidence of the effects of stftnulus deprivation: 

, » . Tv^ observations ^re relevant one is the infant's low 
impulse to approach^ reach out for, and make contact* 
with other people, his or heiyown body, with toys. 
Iht other is the poor capacity to moduFate the* motor 
impulses to produce a smooth-motor movement. If one 
accepts the notion that some of these are behavioral 
manifestations or derivatives of the psychic drives, these 
» observalions suggest a disturbance in the nornrtal regula* 
tion and dkcharge of drive enej^gyi and-4>oint to the 
importance of adequate maternal care in ^uch regulation^ 

' Harlow and Jimmerman's (1959) classic studies 
of monkeys deprived of their real mothers demon- 
strated another aspect of the eff^ects of deprivation 
that has felevJbce to the deaf-blind. These investi- 
gators separated infant monkeys from their real 
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mothers and- substituted teiry clo^ti and wire' mesh 
^ mother^ in. their place. Both groups learned to 
»^apt to* their new mothers for feeding. However, 
thei terry cloth mcfthers, becajuse of thjir^soft, 
textt&red surface, provided miVe comfort to the, 
inf^ts than that- provided by Ihe wire mothers. 
WJien the monkeys were*- placed in an unfamiliar 
I playroom without the tlpth mother present, 
crouching, rockingj and sucRing increased sharply. 
■ The monkeys would rush tp the center of the room; 
' where t1!? mother was customarily placed, and 
then run from .object to object screaming and 
crying all the while. When .the i:loth mother was 
present,' fhe monkeys would immediately run and 
hold on to her tenaciously. JDnce the monkeys 
became secure, they would begin to explore and 
manipulate objects in *the environment, usfog .the " 
mother as. a security base. This experiment dem^n- * 
sttated that contact comfort was far ntore impor- 
tant to the inTant monkey than.nutritivi^ucking. 

Harlf)w and' 27immerman repeated tne 'sjtudy 
with -monkeys raided excTUsively wilh vyire mesh 
mothiJS. The monkeys were placed in an unfemih 
iar playroom' with the wire mother present. Instead 
of clmUng, the monkeys engaged in convulsive 
jerking. and /ocking movements "similar to the 
^tistic behavior characteristic of neglected chil- 
dren who aretifsually.in and out of institutions/' la 
this .casertrte re^mblance between the aberrant- 
.>.behavfor of^th^^^^^ 
^ ana that of many deaf-blind children is ndL 
difficult to see. However,*it woul(^'be incorrect to 
assume that' Harl^^w's oJbservations imply that 

• parental neglect is a significant cauSe of infantile 
autisnv The observation th^t congenital rubella can 
produce- this poorly understood disorder suggests 

A. fhat primary brain injurySs the most likely cause 

/ of the problem (Chess, f 972). " 

^ . Many deaf-blind children require'long hospital- 
ization during infancy.* This* event is even more 
isolating for* these infants thap for those who are 
sensorijilly intact. Self-stimulatory and stereotypic 
^behavior patterns 'established in 'the hospital- fre- 
quently ^re reinforce^ when the infant returns 
home to rejecting paVents. * ■ ^ 

When monkeys arc separated frpm their mothers 

* birth, their behavior appears tor, be similar to' that 
.of disturbed, se 1 f -abtisi ve^tijfbjjnd infants and 



children 
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. . . The laboratoryyboTfi ^monkeys siUm^l^ir cages and 
stare fixecDy into space, circle their cages in a repetitive 
stereotyped manner^ and clasj^-thei^^ head in .their hands 
or arms zsA rock for ioq^g periods of*timQ?They often* 
develop compulsK^e habits, such as pinching precisely the 



same patch of ^ skin on ihe chest betweenjP same 
fingers Hundred* of times a day l occasionally such 
behavior may become punitive, arul the animal may* 
ch^w and tear at its body until i* blee^.' Often 
approach' of a human being becomes the stimulus to' 
&elf-aggrea&ion(Hai^pwJ963). Y 

Additional studje^ on contact comfort reflect^ 
the strong parallel IKween the behavior of deaf- 
blind iStffarits and Hylow's deprived monkeys, 
Seay, FMsen, and Harlow (1962) studied the ' 
eff^ts oP maternal separation^bpon two pairs Of- 
sibling monkeys ranging in agfe from^e-and-a-half 
to ^ven months. The four monkeys wis separated ' ^ 
from their^mothers' by oneans of plexi^iss panels," 
whidi permitted only visual and audjtory^ntact. 
Although the sibling monkeys were paired for thiS' 
experiment >vith free access, to. each other, they 
stfll^ huddled . uiv against the barriers as close as 
possible to the mother on the other side. As a'con- 
sequence of this contact depriv^tio^i, the young»^ 
monkey-s exhibited not only frustration and 
heightened drive behavior but also* a ispecific 
syndrome of emotional distuFbJhce. *. 
^ Harlow investigated^tjife concept of ^critical 
p^riods'\in the' infa^tpnonkey^s development and 
found that monkeys who undeijvent six jnonths of 
I ik)lation -weYe rendered permanently inadequate, 
vL ^ljgi ^as shorter periodi of isolation, perhaps 60 to 
pf&ays or even more, were clearly reversible. 

t . if the fnimal' is j^lated from birth for art extendficL^*> 
V^riod, as ha& typ*ically oc«ur^ed in the research oir 
monkeys, the oteerved effetts a^e <hie purely to stimulus 
restriction and include - . . an in itiaT reaction of^nxiety 
#nd w^hdrawal followed by hyperactivity, diffuseness, 
and. general ineptitude in ^ alP'i^eres of activity-^ 
intellectual, j^tional-, and social*., the undiffeceA- . 
tiated, emotional 'reaction characteristic of early 
restricted animals and their ifresponsiyeness to training 
resi^ in part from the fact that the aiTtmal has never 
dev^ped^j^ normal attachment to a mother which » 
functions ^^mh to direct and differentiate response. 

> ' Lacking this special motivation" and training demand, the 
animal is less susceptib^ to learning. We s^ here that 
the stimuji^estnction can result not only in drive 
^eprivationlrt- may actually preclude the development of t 
a drive necessary for the aninial's normal physiological 
'growth (iKonfenbrenner, 1972). « 

Into issues have been identified which^are major 
'to*earty intervention' with the deaf-blind. The first#^ 
issue. IS the copcept'^f, critical periods for the^ 
establishment of attachment. The critical peridd 
for Tthe impaQt of stimulus and <irive deprivation in 
monkeys was between tw(y#nd six'montlis of age. . 
Continuous iso^tion during this four-month Injer- 
val leads tOfirreyersible damage. The critical period 
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rf )r attachment 'in the human infant occu^STater in 
iitancy. Although the bouadaries of and for .this 
oitical period remain open-end^,' attachment ^ 
' bgnds are established by eighteen months'. The 
atbseliee of a caretaker or disruption of the moth^-" 
V infant dyad may permanently impair the child's 
capacity lo b/ independent and to form lasting 
relationships in adulthood. ^ 

Fraiberg has demonstrated that the blind's (but^ 
"otherwise ihtact) infants is capable forming' 
healthy attachment bonds. These iirffets develop j 
' , differential smiling and stranger reactions at 
' approximately the same age as do sighted children*^ 
- In Bayley (1971)^ aftaChm'ent is an even more 
I colnplex issue in relation to the deaf-bliod because , 
he central rol^ that both vision and hearing play iti 
^Itstabiishment of human - oljjcct relations is 
coh^Oered- In an unpublished study (Appell, 
1974),\he progress of J^iree groups of multih'andi- 
^apped XhiWren enM)lled in a nursery program for 
the dea1\blind was compared for four target areas: 
^language) development, motor performance, adap- 
.^WfeJtfK, and affective befevior/The three &oim 
entered- the program at different ages; the fim 
gTGUp^at age one, the second at age three, and the 
third at age five. The aver^ stay in the pit>gram 
was two^ears for each ^dup. The only group that 
demonstrated noticeable chaiige in the area of 



unpleasant that even hospital personnel tehd to 
maitftain minimanfNiontIk with the'se infants. 



le Maternal Bond 




To summarii^e, the normal infant needs a wide 
variety of stimuli, support, and eJicouragOTient to ^ 
gain independence. The handicapMd infant needs 

• dven more practice and seciMlbHfne or she is'to be 
roobile and independent^fw^e mother or her . 
surrogate is instrumental in mediating a great deaf 

^ • of the stimulation the infant receives. Theraretak- ^ 

* Ihg role itself provides ihe infant with a, constant 
source of visual, auditory, tattual, kinesthetic, and J 
proprioceptive stimulation, all of which are intrin- 
sic*t3 cognitive development. • ^ 

...there is an enormous influence exferted -by the 
caretaker, be it mother, teacher, whoever the person 
,^ who is usually there . 1 1 is the role o£ an accessible model, 
or as* John Bowjfy (1969) has recently proposed^ is it 
that' the caretaker provides a'basis for leciprocd r.elatioil- 
ship that^lows the infant to deveiopjules for getting on 
generallaP/hile the importance of reciprocity is unii«r- 
ri^d, most contemporary theories of intellectual 



leave the mother out of 



sally gr 

or cognitive development 
account (Bruner, 1970). 

%e ii2we examined th^ effects oJ" early maternal 
deprivation upon the monkey, and human infant. 
However, what effect does separation of the infant 

„v...v^..ow,«v^v. have on the motherj; ^ 

affective behavior and the estamishmenrt of object ( Harlow (1963^. studieij. mother monkeys who 
'relationVlVps\^text^^ 

various. ritualistic behaviors)* was t^e children who 
entered the program when a year old\ 

The' second issue is* t^ significant role motiva- 
tion plays m early infant learning. The irtfant 
becomes orientt^ to the environment by smiling, 
vocalizing, and reaching out to people. In addition, 
t^ie manipulation x)f objects can ife^ self-reinforcing 
for Ihe infant^ Adult responses to the infant play 
an important role m developing and maintaining 
sociat responsiveness^ The isolated morikey and 
human infants became inept 'because they^lacked 
the motivation to interact \yith the environment. 
This illustrated the interrelationship of inanimate 
and animate stimuli to the infant's cognitive 



were allowed to see and hear their infants but were 
Wnot permitted any tactile contact. After a period 6f 
'two weeks,' the amouat of tim? the inothers spent 
viewing their infants decreased^ rapidly/ Wh'at is 
particul2u-ly relevant is that ^deaf-blmd infants 
usually are ^t high risk because gf prematurity oi; 
illness at hirth. In the Western^ world, premature 
infants are separated frormtheir mothiprs in the first 
days after delivery and in some cases- may remain 
separated for a period of up'to seven months (Klaus 
£hd'Kennell, 1970).^ " ' 

AlthoUgh^ v/e. are able tb index tne^attachmerlt 
'behavior of the huniaiTinfalil'^nsworth, il 9^), 
the process'by which attachment bonds are formed 
ana animare sumuii lu mc una... . .v.^^...... between mother and jnfaht i^ unkiiown On the. 

devlTopment. The influence of the infant's temper- basis of carefu^seTvations of .early ^postpartum 
ament on the quality of these interactions is also events-, Klaus and Kennell (1970) have suggested 
importam. An active* and responsive infant evokes^ that what haj)pens in the ^^eriod immediately 
. more pos«ive responses thin one.who is lethargic, | following delivgfy may be critical to later njaternal « 
Withdrawn or ^onically irritable. This phenome- . behavior. The??feMnv^stigat9rs'h^e focuSed^on tha-. 
non is particularly relevant with regard to infant questions of how , affeftioiM Mftids between 
stimulation programming for the deaf-blind. The 
Very of a bratn-injyred infant often^ls painfully shrill 
and piercing. The qual|"5^ of the sound may be so 



human mother&ar\d th^ir 
this process may be altered 
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'^arily or permanently ..They hgve demonstrated 
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tbat the human mother moves through an orderly 
behavioral progression which involyes tactile explo- 
ration pTlier newborn infant. Eye-contact with the* 
•infant also appeared to be an important aspect of 
this progression, Klaus and ^Kennell hypothesized 
that, the variable that determines wfi^er or not 
the mother will suffer from a "serie^of disoifTers 
of mothering" i^ separation froiti her infant in the 
early newborn period. This Ij^pothesis is supported ^ 
byfthe high inbidenceliof premature infants who 
return ^to the h(»pital because of "failure to 
thrive." 

In further studies by Klaus and Kennell, sets of 
mothers who had early contactywith their infants 
were compared"' with those who had late contact 

4|rflffi their infants* Mothers who had late contact 
were less skillful in caretaking arid dtd less looking ' 
at, holding, and caressing theinfant. . i 

The results of a, two-year follow-up study (1975) 
indicated that the early contact mothers were more 
aware of the growing needs of their childreri than 
the other group. In addition, the quality of verbal 

' interchange between the early contact mot^iws apd 
their children was ncherin content and complexity 
pf ideas than that bf.the late .contact motlyers. The 
authors concluded ,that the, attention of the early 
contact mothers to. t/heir infants "could "have 
significant bearing on the child's behavior as welLas 

Vn the -child's future cognitive and linguistic 

-►development (RingjAr and Kennell, IWS).',^ 

. Infant,Stitnul^tion Programs ^ . 

• The preceding^ C|t>scrvations provide justifica- 
|idn for intervenm^ as ^oon as deaf-bhndness is 
suspected to compensate for the overwhelming 
privation these defects produce/ This ^section dis- 
cusses the adaptkije substitutions that are necessary 
to mirilmize the p!r)tentially" devastating conse-^ 
quejices of these tragic biologic ij^lts. # 
Intervention programs for deaf-blind infants can 
be fulfy effective ohly as one corfiponent of a- 
broad-based service delivery' syj^em? The elements 
in this riAwork rncjtide (}) early -detection of 

#diseas^; (2) medical *di^gnpsis and treatment; and' 
(3) infant stimulation, ^including parent and family , 
eduction md counseling.^ 

Because these activities- are *cpntinuous, inter- 

^ dependent, am pverlappi>igy3Tgarazation,'Qoordina- 
tion» and^^priorii^* seating are essential to their 
success. * ' • ' 

'•'Early identification with medical and educa- 
tional intervention and early parent training may' 

'make the difference as to whether the deaf-blind 
child 'enters the rhainstream of specfaljgdu^ation o^ 




enters an institution for the mentally retarded. 
Unfortunately, the necessary coordination and. 
cooperation is too often lacking, and valuable time * 
is lost in bringing care to the deaf-blind infant and 

* liis or her famil^Nevertheless, the'wOlingness of 
the regional deWblind centers to fi^port and 
transcend, the boundaries cbetween public and 

^ private service delivery systems has led td improved 
^programming during the first few critiqai years of 
the deaf-blind child's life. Hopefully, this example 
will serve as 'a stimulus arid a modeP for early, 
intervention for all severely handicapped infants. 

<kneric Barriers to Eariy Intervention 

Early educational intervention requires early 
detection ,of disease. InitiaI^?f6termination of an 
infant's'cliriical status is usually made by a physi- 
cian, A potential problem may be suspected , 
^renatally because of maternal disease:^ for 
example, rubella^ cytomegalovirus infection^, or Rh 
sensitization (knc^vn genetic predisposition), or, 
other high risk factors in pregnancy, T>iagnosis may 

.occur as early as birth iMhe infant is observabFy 
sick or in the newborn nursery during the first 4^ys 

\ of life. Frequently, dej|Ction does [iot occur until 
after discharge frem tnyhpspital, when the mother 
suspects "that the ififant is n<^ behaving normally.. 
She may even see cataracts or won,der whether hor 
child is deaf. The first gajj in the delivery of early ^ 
servic6 may be encountered a^ this point if the 

, 'cian chooses to ignore .the infant's abnprmality, 
attributing it fo the infant's ^ady age.' 

Deaf-blind infants have complex medical needs. 
However, the phy^^^n often forgets that tjiese* 
infants also have complex educational needs. Two 
^ major problems occur a^his point. The first is the 
, isolation of the inf^t miring hospitalization for 

• illness or'surgtry. This is an ongoing pmblem 
which afftcts the older deaf-blind child as well. 
Too few hospitals have the staff to stipajilate these 

^infants and children. They usually ye e^luded 
• from pediatric recreation programs. Furthermore, 
many deaf-lilind^ .jnfants have other overt .and 
sometimes life-threatenjng medical conditions 
which justifiably require trejmenUous attention 
from the staff of doctors, jiurses, social workers, 
and therapists- at the hospital. Educational pro- 
grams often tend to ignore thB-h^^spitalized older 
child, because nojnteragency cbmnfiunication takes 
place duAg t-l^e chrild's'j^pspitajization. 

^le seBkgd prbbfem i$ the physician's failure to 
seek edu^ional resources* for the deaf-blipd 
infant. Although physicians have begun to recog- 



hize.the impQrtance of infancy, as a period;|Of 
ieffect^Ve and co^itive developi^ent, most are still 

V unaware tljat educational programs exist and aret)f 
value .for the multihandicapped infant *^nd young 
child, too often reterral to an edi!catioT)^> program 
' , is a serendipitous, .event/ Delay is* no.t* the*$ole . 
responsibility .of health professionalsAGaps anj| 
fragmentation in the education-and soefiir5»tvice 
sysTen^ compound the problem-. Ln addition, the 

, educator frequently is, so overwhelmea^ by^ the 
dif;ease* aspects o f~"cIeaf-blindness that he^ or she 
loses perspective, ignoring important assets* vrhich 
the infant; his or her family, and eiivlro/iment may ' 

^ pbssess' These ^sets are the foundation on: Nvhich 
an educational program must be built.^A l^J^tner- ^ 

• ship between health, education, and family services 

• i*s essential to create an effective progr^ tHat 
'•"'defines i^nd expands the functional caplrcities of 

the deaf-blind child, ' - * 

Settings for Infant Stipiulatiort 

Infant stHnulation programs for ^he. deaf-blind 
have, been- explored dunng the past clecade most 
frequently in three , different settings> Tl^ftrst 
setUng'Tor an mfqnt' prograin Js the* hos|^l or 
medical center. Typically, the staff' Tor Uiis type 
. .program is broadly ir|terdisciphnary.. Special educa- 
tory^uch as the 'occupational ther^ipist: audiologis^^ 
p^ycboibgi^t, and social wofl<eT are Wjally integral 
-components of the.program. Available d%a corisu4-' 

including a pedii^rfcian. neurologiS't< psychiatrist, 
' cardiologist, ophthalmologist. otologist^nUrses, 
and nutritionists. /\n 'individualized planTor both 
the infant Jnd the family uses tlK^ se^ryices of the 
various team members in a .coordinated manrfer. 
The hospital-based program has the. following 
advantages- (1) reduction of the de^rimentiil Jefay 
between detection, evaluation, and service for the' 
mfant ancl his or her family. (2^) decreased frag- 
mentation of services. (3.) jmproyed follow-through 
on recommendations from mcdx;aK social service, 

• and education team members, and (4) continuation 
r and continuity of care' to the infaiit and w» or h\T 

' family upon entering the iibspitat fdr inpatient 
services. Although the infant program does not 
guarantee it. placement of such a pfQgram in a 

• medical center- for the ' deaf-bjind enhances the 
hkehhood that diagnosis, ev^aluation, and treatment 
' Will ^ ongoing anil mterdejftyidg^i*^ ' 

Tne second setting for an infant* program is.a 
school for lite deaf, -and/or blind wluch has 
decreased, its age reciuirem^'nt or .a private agency. 
The approach used js sirnilar. t# that of the 



hospitaNbased program, '-except that medical and 
rela|:ed ancillary services are usually not on site. 
This places an additional burden on the program, 
director or social vyorkej to ensure that services are 
coordinated and that neither information nor the 
infant antl parents are lost in *the complex service 
maze. This maze, which^can dampen the ardor of 
an experienced professional, can easily frustrate' 
already -depressed and frightened parents Mnfo 
dropping out of si^t or make them resistant tp* 
training efforts. ^ ' * , 

The third setting^ is the, home. Ideally, 4 home 
training team/ is *' a ' component of ^the medical 
center, school, or agency-based infant stimulation 
program. In JHis circjumstance, the curriculum for 
kifant and family can be taifored for pitability to 
the family's real-life, ..daily^, circumlihinces. Assist . 
tance and feedback on^ follow-through, /Correction 
of misunderstood dire^/ons, recognitiort of prob- 
leiTTs wl)ich-, do not^ surface in the instiiytional 
setting, and more concrete: help fortfahiilies unable 
to come to the institution ori a frequent orVeguJar * 
* basis are^activiti&s in wTiich-a hbme training team . 
has spec4l advantage. In 'some ^communities the^ * 
•hon\e training team may b^' thhe> entire pW^ani, 
arid the homtWrainer may be a,single individuaif. In 
pther' areas the team may consist of a t^acher,^ 
social worker, ^nd public health lYiirse Who have 
extensive backifp support from their parent organi- 
Y^ttons. . 

extensive oijtreach^ and. supportive services, a^ 
minonty of'' families with severely handicapped* 
cliildreri passively or actively refuse assistance. No. 
single or simple s6lution exists for these problem 
families, even under ideal conditions of setting amd' 
staffing. ' ^ , 

Leamif\g Theory and Cjunriculum-^ . 

Even though^ there is variability in any approach 
to curricijium or ecfu^tional rfiethodology, the . 
biologic deficits o^ the. deaf-blind infant dictate ' 
that every infant gtintulation program focus on 
program activities that s^temffT^to com^pensate for 
this overwhelming deprivation. 'Program content is 
vefy similar irr early childhood programs. However, 
Ihe manner m which t{iose activities are presented 
varied with the program. In addition, content does 
not exist in isolation but as j}art of the program 
philosophy and model/ Three major philos^hies - 
or models predominate the * early . thrldhood pro- 
grams used across t% country 'at 4liis time.^Thcse 
philosophies or n'lodels in^:lude ( I ) the *behavjor^ 
modification approach; ,<lp).the normal- 
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developmental approach; and"* (3) the cognitive 
' developmental approach or the Piagetian model 
(Anastasiow. 1975). The first and latter models 
•represent extremes along the continuum. The 
exponents 6f these models differ'philosophically in 
thei^ perception of the child and how he or she 
learns! 

T^ie dominant view among behavioral psycholo- 
gists is that all behavior is teamed, including 
affective comp>onents such US'" sociability. While, ^ 
therd'are substantial differences among leading 
theoreticians such ,as Thomdike, 'Watson, Weiss, 
Hull, and Skinner, all embrace the Lockian view of 
the tabula rasa o/ original nature (Hunt, 1969). 
This belief is based*;on the assumption that the 
original nature^ mam'malian organisms, including 
man, consist^ of an abundant repertoire of minute 
reflexes. The ^xtreriie enwonmentalist viey, as 
espoused by John B. Watlon, 'claim^s that with 
control of cirtumstancps a healthy infant from 
bifth through age seven can be made into anything 
desifed. Skinner diverges from the behaviorist view 
of the hviman as passive and inactive until 
compelled to act. He, accepts the existence of 
'*o^perants" and *'res{>ondents" as givens. Operant 
activities are th6se for'Vhich the instigating events* 
hh the environment cannot lbe"^ecified. .t'his is in 
contrast,to"respx>ndents," for which the instigating 
event can be specified* Although Skinner 4fccepts 
the existence of'operants and respondents, he does/ 
not ccm^er jjfnsi activitJ^au^ye^a developmental 
ofigin or that they occur^ a5, thel^TcMu&t^of- 
intera^tion witl^ the enwonment. ln the stitrtulus; 
response (S^) cohcepr, learning reinforcement 
pl^ys a prirT^ry»role. Reinforcement is any event 
foHowing.the action of the organism that results in 
an increase in the readiness of ttie action or in a 
• modification of the action to occur^ ^ ^ 

We observe the frequency of a sele^id^dTcsponse (operant 
le\al),*fhen Yhake an event cxmtingent upon it and 
^ * qb^rve an^j change in frequency. If there is a change, we 
classify the event as reinforcing to th^. organism un<fer 
, the posting cKcufristances (Sbnner, 1953).' - • " 

lyiodificatibri' of behavior is directly related to 
motivation. The shaping df behavior that;bccur^is 
•a result of^the rewardihg events whicl^|fe)lloW their, 
occurrence. Therefore, a reward or reinforcer i§ 
given to the c*hild when- he of she accomplishes the 
behavior the trainer has-set"!^ The primary reinforcer 
is food, with' social rewards considered sec^ontlary. 

'although a good behav^orist uses both. Jhe trainer 
creates an individyalized "program for the child irt ^ 

^ which each step in learning a task is broken do^yn 



into discrete, sequential lessons. Thes^ are taught 
at a,p(pdetermined -success rate. 

The normalrdevelopmentalist views the* child as 
the mediator in the learning process.. Age is the 
variable that stru^res what ^the child will be 
taught. The child is ready to learn an activity at the 
time when most children can accomplish the skills 
called for Jby a particular task. Early childhood 

'education ha||been influenced t great deal by the 
work of developmental psychologists Gessell, 
§hirley, and Hilgafd,- as well as Lee and Lee, who 
prepared lists' of skills to be accomplished ^by a 
g:ertain age (i^nastasiow, 1975), 

Thjfe preschool curriculum of normaWevelop- 
mehtal programs consists of those activities and 
experience^ that^are considered child growth 'and 

'^development \)riente4. Lists of age-app?bpriate 

^ skills influenclJ*^ when specific materials will be 
mtroduced into* .the curriculum. The curriculunv 
will also'Vefiect tfki^e activities that ar> considered 

^necessary to 'prepare the child for entry into a 
sch90l i)rograni, usually the first grade. The^'chil- 
dren are generally grouped for activities which are 

- teacher-directed. Units 'of work are developed in 

^ whi.ch.school-rfelated concepts such as colors, direc- 
tionality, anrd ^number concepts- are introduced. 
The- child is feught how to behave in schopl as he 
or she p^rticit)ates in t)iese tasks. Socioemotional 
development^ is also emphasized, but within the 
context tfiat emotional, health influ,ences cognitive 
development, and therefore, 'Is necessary if the 
£klld i&p;^^e:^uccessful in school.^ ' . . 
. The* 'togriitt95*d€xelppment,alis^^^ or» Piagetian 
views the child as the tfansairtor in the learning^ 
pr.ocess. This view is «ort>osite' to and dissonant 
with that of the behaviorist's position, which vie^ws 
the child as the activator of \)^s or^ner intelligence. 
The child i[noyes through a'seri^s of age-determiRed 

.stages that ^re hierarcfiicalfy order«d. Pjpgel feels . 
that »the infant has a timiied liumber oflBghly 
organized inflate behavioral structures' that ^llow 

;hinr or b^Lto^interact with his or her environrnlntl 
from,birtn. Thesij^ r^fle^ schemata include .(I), 
sucking; (2) looking; (3J 'listening; J(4) vocalizing; 
(5) gracing; and (6) the varioQs motor dbtivities'of ' 
the trunk and limbs (Hunt, 1969). 

The infant learfis abo>it the world through ^i»or 
her erfcoiinters *yith, the environment. "Th^'basic 

* reffcx *schemi^ ucde'rgo progr^s^^e adaptations 
through* the processes of ' "assimija'tion" and 
"accVmm'odatibn." As the infant interacts with the 

,€nvi¥onment; he or'she incorporates^ eaclj eitcotin- 

^ter through the process of assimilation to form a 
construction of reality. The prooess by which the 



k infant revises his or her construction of reality 
through assimilatioiyis defined as accommodation. 
The nchness^f the uifant's experiences and his or 
her physical actions determine how the child 
constructs his or her Qw.n intellfgence. The Piagetian 
trainer creates an envirohment rich with objects ' 
for the child ta act upon. Experiences are arranged, 
sequentially, beginning first with the "object, suc- 
cee.ding' to observation on how the object is used, 
ahd^then actual use of the object. Finally, through 
^ questions, ^ an analysis 4s made of .the processefs 
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involved in the experience. The 
develMMfient of the' child is also 
and *RMF (1969) feel that 
need an^fotivation for all leamir 
be ^^cepted*" and loved. ^ Failun 
fundamental to the learning proi 
leaYns to accommodate new kno 
or her mistakes. Open educatio ^ ^ ^ 
variety «such as open corjidor-is ah example o^the 
cognitive developmental approacji. S 

*A curriculum rjepresents the^ 'translation of a 
specific educational hypothesis regarding how tlie 
child learns into a set of Activities which attempt to - 
^achieve predetermined goals. In our experience, 
early educational programs for the deaf-blind 6r 
severely, multihandicapped child must incorporate^ 
eleipents of' each of 'these child development 
models. To be effective, reliance on any brte ^ 
approach Jo tally ignores the severity of the handi- 
"capTVn3' tKe" wiaV Fange" ot'cnhTcaTYricf '^a'Sgfttd^ ' 
tional differences among xJ^f-bllnd children. An 
eclectic x^theoretical approach, based on detailed 
medical, psychosocial, and educational ass^^ssment, 
provides a child' and family profile which must 
serve as the basis for educational programming^ for 
the deaf-bHnd>Snfant. * ^ * 

The approach most widely used in infant stimu- 
lation* programs for the deaf-blind is the normal- 
. developmental model. Piagetian .programming is 
lost on the deaf-blind infant and the low function- 
ing deaf-blind chiijl. However, Piaget's hierarchical 
stage.s of infant develcAgnt^ be integrated 
into". Ihe theoretical ^oJ^!JiaUz'aUon related to 
' .planning a curricuhim. feft^Jje same token, a highly 
^ructured program df contingency -reinforcement 
often, i^annot be injiplemented in a chaotic family 
circumstance,' wliich many 'of , these cjiildren con- 
tribute to or inherit.. Yet, behavibr theory can be 
integrated sGccessfully. into tlfe normal- 
developmental model ^nd is conceptually valid as a 
. ""technique, for teaching or extinguishing certain 
behaviors/ In addition, some families need the 
structure of and can implement with zeal a detailed 



program o^ behavior modification. For others the 
first pridhty must be? given to the emotional 
rdamajge produced in response to th^ birth Qf or the 
discovery of a severely impaired mfant. A Pro<5i|^- 
tean attitude of makings child fit the program ^ 
' instead of fitting this program to the child ahd his 
or ,her family will have more^ than itt share of 
.failures. * - ' f 

Programs 'for deaf-blind infants can best be 
described as'stfuctured and containing activities fti 
which the teacher imposes a sequence of phmned 
, ^ftivities upon the infa^nt. A n,umber of structured 
preschool programs, primarily for* the disadvan- 
taged;- have been in operation since the 1960s. 
While these programs diverge in their^views of child 
development /and employ .diverse teaching stra- 
tegies^ *'the tentr^l theme, of each has been the 
imposition of carefully designed sequences of 
activities -u^on participating children" (Weitart, 
Ji 970). ^The specific equation for a successful infant 
Stimulation pr§^am for ^the . deaffblind is as yet 
f neith# knoVn nor ^agreed* upon.' However? ai\ • 
essential' paigi oT this^ equation is^that the teaching 
be systematic and that the cuiriciijum be open: 
ended anti contain a xepertoire of activities. 

» ' 4 - ' • ^ 

* . P»p^iin*'Components ^ 

A discussion of ^he components of a full-service 
early intervention program for deaf-blind children 
' is presented in the following section^. 



Parents 

Parents' of the mtiltihandicapped are in critical 
need of both counseling and specific skills and 
):echhiques to use with their infants. The bjijh of a 
handicapped infant precipitates somg degree of a 
f^ily crisis. Guift plays an important role in the 
^parents' ability to relate positively to their handi- . 
capped infant, td'jheir other siblings, and to each 
otheV*Support, comfort, and hope are the primary-^ 
initi^needs of tjiei^arents. Feeling of inadequacy ^ 
must be-handled directly and' indirectly to help 
parents view themselves as ■ adequate, people. 
Because' of the direct^ role that parental behavior ' 
plays in the ' development of the c'hild, it is 
important' to^ntervene before the parents' period. 
(»f mourning tums^to abject Hopelessness. If this* 
is not accomplished, the infant stimulation^^^ro- , 
gram will achieve minin\al suceess. ' ' 

Recognition 'of thfi par«rf as the infant's pri-^ 
mary teacher has encoprag6:<i ^/numb^ c)f pro- 
grams fer the^ disadvantaged, >develdpfnentally^ 
delayed, and 4he handicapifed to focus on early 
intervention throu^ parent participation. I?reveh- 
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tion.of co^itivkdeficits by teaching parents' aR'd 
more effective educational methods has been the 
thrust 9f infant educa^on projects developed by 
Gray and Klaus OV70), Karnes and Teska (1970), 
Weikart (1970), anft Gordon (1973). Interveitiion 
is accomplished through parent training during 
home visitations or home training sessions. 

Home visitation and training has a long pr^e- 
dent in the education oi bljnd infants and has been, 
ongoing in Mifcachusetts, Califomfa, Nev^ Jersey, 
and New York, Durirrg the 1950s and the- 1960s, a , 
number of early interventipn prbgratn^ for deaf 
infants focused-, on parent ii;aining. ' Jhe' Infant 
Auditory Train itig Piogram sponsored by the Nevy 
York City of Education used a clinical 

setting to train 'parents in-, the use* of methods 
which would facihtate language development. The 
John Tracy Clifnc in Los Angeles mtroduced a 
change of fo/mat in the 1960s. by using the home 
as the therapeutic, milieu in wh)ch to^teach parents. 
A simulated hort^^M^nf^o. clmic was used for* 
this purpose. T^ijlS mra ^ECTi was u^d as the model 
'for infint prb^^^pfeveloped at the' Cehtral* - 
Irrstitjite for the Deat St. i.ojiis, ^^e University, 
of Kansas Medical Center, and iTie Bill Wilkerson 
Hearing and Speech Center fn Naslwille. 

^e Rubella Pfoject'^xperimental Preschool for 
M"ult]handicapped Childrej^ in NeV York City 
initiated a program of early intervention through 
*p^nt training m 1969f The goal of this pro-am' i& 
eaflrtiest pq^ible dete<:tion*of deaf-blindness, prefer-^ 
ably. Within the* first year of life. Intervention 
strategies include ongoing diagnosis and evaluation 
to help 'the i^ant develop functional use of both 
his , or -jief vision and 'Tesidual hearing. This is 
accomplished tVirpUgh intensive parent training and 
counseling^ XJ^ settmg for this program includes 
bpth the clinic and theMnfant's home' with a home 
training team • visiting onc^ a. week 'to ensure 
carry-over of activities froni the hospital t© the 
hom^* * ' • 

A number' of activities can -be used to encourage 
parent participation in infant stimulation programs. 
An Jnitial activity is the presentation of the 
^progfam's ratior\ale whfclj includes a descnpfion 
of the specific objectives ^ind activities planned' 
for. the infant. The parents should be told. what 
beh,a,vi6'ral changes , or developrnents to expect 
This Will h'elp them to ice {kc relajt^onshjp between 
the activities they observe in' the pro^^rh and 
the intended goals for their infants. Parents 
should be told that it is important Jor them to 
share infofm^tion about the infant's behavior in 
the home so that methods'useM inVtie program aVid 



af home are consistent. Barents of handicapped 
infants need to be informed about the sequence of 

• child development. This information can be 
exchanged informally or in special workshops. 

Parents of liandicapped infants often ^jx^ so 
discouraged by their infant's failnfe to respomi to 
them that the program staff must serve a$,the 
infant's advocate for a period of'fiihe, A method 
that hfetps to improve parent-infant interaction 
consists of actively involving parents in the. pro 
gram as assistant teachers or teacher aides for 
caring for infants other than t^r own. This is 
based on the a^umption that tro^fc-ents' feelings 
of self-competence are enhanced, their understand- 
ing of child developTTteTHJncreased, a'hd a reper- 
toire of activities is leamed, which the parents can 
then use with their own infanfs. Furthermore, 
having success with another infant encourages the 
parent to try again with his oj^er own child. The 
^ parents' empathy for one a^nljer also increases, 
and bgnds are formed enabling them to offer 
suppprt to one another, 

A gr<S^ led by a social worker or psychologist 
.also offers emotional support to the parents ofj 
deaf-blind infants. Most parents benefit from par- 
ticipation, in a forum that allows them to discuss 

• their feelings about their children. They tend to 
hav^ a moi« positive attitude about their role as 
the child's teacher, and their self-esteem increases as 
a resu|t. 

The Staff 

' Of nece^ty, staffing patterns vary tremen- 
' dousiy ft-om program to progranh and are depen- 
*dent upon the financial, human, and technological 
resour-ces avaifable at any given time. The multi- 
handicapped infant hm such diverse needs that no" 
one professional group has the knojwledge or the 
skills id provide all the specific services prescribed. 
In addition, effective early intervention .requires 
^ that the staff be able to view the total infant. Some 
"of the staff coB^etencies are no different from 
• those exacted tor less handicapped and normal 
infants. .The folloiwng ^e some of the competen- 
cies that should be tnentioned because they are 

■ important and frequently overlooked: * 
v • • • * 
1. Leyel of knowledge about other professionals, 

^wh^t they can do, and what they cannot do. 
2.lJnderstanding^ of the health needs of the 

d^af-blind infant , \ 

J. Understan^Jing of an(J ability to, use evaluation 

instruments and * techniques to, obtain the 

iafant's baseline developmental and, behay- 

ioral level • ♦ 



4, Kn^ledge of child development stages 
through Jthe first six years s 

5. Awareness' of 4he-^Tents' needs and their ^ 
stage of development in relation to the infant 

& Knowledge of the infant's physical knd social 
Environment and the role these will play in 
carry-sover of the program 

7. Goals of the curriculum and its relationship to 
the program philosophy 

8. Development of competency in at least one 
^ and .awareness of all ' the ^following areas- 
language "development, gross motor develop- 
ment, visual-motpr development, and social- 
emotional development 

An individualized program for each mother- 
infant dyad must be planned if the infant's 
educational experience is to be effective. Inservice 
and teafher trainiijg must be- an ongoing process so 
that staff competency continues to grow as the 
infant develops. 

The Infant 

The educational heeds of the deaf-blind infant 
are complex. Outwardly,' his or her needs approxi- 
mate those^ of the normal child, a warm and 
nurturant relationship \vi|h a mother or surrogate- 
in' a varied and sensory stimulating environment. 
Hoivever, adaptive substitutions have to be created 
^6t Mie deaf-blin5 infant to interact effectively 
'WfttT"^this^'e^^ranmeTitr-T^tttai^-«mi''^^e*tt^^ 
fee dbacIT must play the organizat^ona^ role that- 
visioh and hearing Usually do/in the development 
of object relationships during the sensorimotor 
st^ge. Th^ mfant stimulation program must provide 
an e'nvironSint that is rich it} its variety of tactile 
objects for the infant to explore. Most programs 
rQly on teacher-made* materials to^ augment the 
ready-madt equiprtiept on- the. market.' Sound and . 
touch toys are especially effective.^Toys should be . 
strung across the jinfant's playpen or crib .or^ 
presented at midline to facilitate and encourage 
reaching and graspingi This*is art important concept " 
for the parent toxarry over m\o the home. The 
deaf-blind, infant' will not be able to coordinate 
sound with grasping: Nevertheless, audition should 
be stimulated in the hope that the infanf^ill learn 
to localize and respond to.isound stimuh at a later^ 
time. The infant should also be encouraged' to' 
track objects visually so that he or sh6 'learns to 
see'' and to reach out and to^ eoCplore objects 
spontaneously. Deaf-blir)d infants benefit from 
'experiences planned to. teach them about gravity 
and their bodks if> space. Motor activities which 
incorporate equipment such as large inflatable 



rubber bdls*and balance boards are Jised in most 
infant stim||yition programs. 

Language development for the deaf-blind infant 
presents techiiical as well aS;,managerial problems. 
Early amplification, has been established as an im- 
portant component of treatment for the deaf infant.- 
Many deaf-blind infants who are unresponsive to 
ambient sound and test at a profoundly deaf level 
may, at the age of five, test in the mild to 
moderate range. For this reawn, amplification is 
generally not used during the^ret years of life. 
However, it is worthwhile to explore the use of 
amplification as soon as hearing loss is Confirmed. 
Low-gain hearing aids should be used •initially. 
Careful observation of the Infant's responses arid 
coordination between the audiologist, the interven- 
tion team, and the parent! are essential. Auditory 
training should be an integral component of the 
infant stimulation program. Music and rhythm 
present the infant with repetitious sounds and the 
opportunity to introduce gestures, signs, and move- 
,ments that encourage differentiation of the self 
Sign4anguage plus total communication should be 
introduced during infancy. We have found that 
projective vocalization increased after the infant 
used one or two signs appropriately. Behavtof 
modification techniques have proved ^ to be the 
most effective methods for establish#g eye contact 
with the infant long enough for presentation of the ' 
,,4ifilV4MwX>P3^£Qts^are resistant initially to the use 
of lign language? They fear that signing will 
dfccourage their child from talking: With* support 
and counseling, parents begin to understan^l the 
need for establishing a system of communication 
between ' themselves and their infants, and they 
become quite "receptiye to learning sign language. 

Th^ /deaf-blinil infant falls behind rapidly in 
se4f-care skiNs. Feeding presents a.probl^m as eariy 
as six months bf age. From our experienc«s, we 
have fpund- that' most multi'handicapped children 
have an aversion to textured foods, and if left to 
tTiemselves, they would drink supplemented llilk 
into -adulthood. 'The Jntroduotion of a variety of 
/oods on a chronologic timetable for the normal 
child precedes this feeding problem, which \<ras 
faced in programs for the deafblind five years ago 
and to some^extent is faced today when an older 
child is enrbjled in a program for the first tintfe. De- 
manding and expecting i^ependence in eating- 
finger feeding, holding a glass, and using a'spoon at 
/ the age-appropriate time for these skills-encourages 
independence in feeding by the age ofihree instead 
of the age of five or seven. Problems encountered 
are the children's resistance to chewing and cul- 
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tural factors. Pai^nts' attitudes about wh^t and 
when their children ^should be' eating are the m^jbr 
detenninants of independence in the activity. The 
time period for bottle feeding varies within cul- 
tures.^In fact, the discussion of self<are skills must 
take into account* social ~and cultural attitudes as 
they relate to infant stimulation programming. , 
This is particularly obvious in the area of self-care 
skills, but its influence is felt in all other aspects dT 
the program. The success the program has in t-iie 
infant's acceptance of appliances such as hearing 
aids and eyeglasses depends directly on the consis- 
tent effort the parent expends. in accomplishing 
these gCals. The key word here is consistency. The 
program can teach a child to remove his or hei 
outer clothmg and to wash and dry his or her 
hands, but if the demand between program and 

hom e not mr^^i^tf-nt fhp ratp at u/hirh thp rhilH 



lation programs are expensive and require a great 
deal of- outreach activity, staff energy, and skill. 
However, saving an infantjind family in crisis from 
further dfeprivatidn, dissolution, and di^fUption 
rrtore than justifies the cost and the effort expended. 
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The Mriod of time between the last major 
^ rubella epidemic (1964-65) and 1970 when 
nationally-funded services were made available 
througl; Regional Deaf-Blind Centers was a time 
when thousands of .families affected by the epi- 
4demic were essentially without appropriate service 
for their dea^-bUnd children or for themselves. 

I Evolution of Services for Deaf-Blind 

A few centers existed in the United States for 
training a small percent of the deaf-blind children, 
but the number of children that could be accom- 
modated by these centers was only a fraction of 
the, children needing \these specialized Services. At^ 
' the' same tin:ie, traveling distances to these few' 
major centers were -great for the majority of 
American families, therejby leaving them without 
personal c6ntact or effective services. Urban areas 
inaintained diagnostic and child development cen-^ 
•ters but precise knowlec^ about deaf-blind chil- 
dren was lacking. * 

The Necd.for Home Visits: -A TImeVithout ^ * 

Durmg* that period outreach, home * visitation 
and home training programs as services to rural 
families with deaf-blind children were^ virtually 
nonexistent. A few such program^ existed for the 
blind child and Ws or her far4ily or for the deaf 
^child and his or her family bu|t the larger number 
of children exhibiting the characteristics and physi- 
^1 handicaps of the deaf-blind child were caught in 
a relentless merry-go-round of inappropriaH ser- 
vices. Specialized counseling services for parents of 
deaf-blind children received even less attention 
during and immediately following t^is rubella 
epidemic. * ^ 



Beginning Home Services for Deaf-Blind Children and 
Their Parents: A Natiorfai Project 

While national legislation for se^:vices to rUbella 
deaf-b'lind children . was being discussed and 
debated, several educational pilot brojecls were 
begun here and there throughout AmdHca for these 
children.^ Reports of some of these programs were 
presented at a conference in San Francisco in June, 
1969 (Halten, 1969). Out of the 19 project 
reports, 14 progran;! representatives /eported the 
inclusion of parents, in their programs for deaf- 
bUnd children. Twelve of these 14 programs 
emphasized training parents to become "^hild * 
trainers." About eight oT the r|;ports mentioned 
efforts to focus on such parent needs as relieving 
anxiety, enabling paf^ts to better cope with 
stfKss, or helping parents work tkrough feelings of 
guilt, rejection, and depression. Only seven pro- 
gram reports stressed serving parent and child in 
*the home through home visits. 

In spite of these small' figures, tHe inclusion of 
parents in programs and initiating home visitation 
projects -represented a good beginning because 
most of these pilot educational programs were 
conducted- before federally fuflded semces were 
implemented nationally in \910, . ] 

Services for Parents at the Regional Leyd . 

Wbjen the Regional Centers for Services to 
Deaf-Blind Children implemented programs across 
the^ United States ^1970, only one of the tep 
centers employed a sdcial worker or home coun- . 
selor at the re^onal level. Direct services to p^ents 
remained, at lo^-priority levels aNhat time, with 
highest prionties.placed on casefinding and identi- 
fication of.jxspu.r(^es .for educational services for 
the deaf-blind chifdren. 



ERLC 



During fiscal year 1971-72, two additional cen- 
ters Jtire'd professional personnel for the purpose of 
j[>eginriing counseling services to parents. Since the^ 
emphasis was on coordinating casdTindinlj, diag-» 
nosis, and evaluation of deaW>lind children, plans 
to begin state, regional, and national parent organi- ^ 
zations were only in the discussion stage. Interest 
in ^providing parent counseliftg and/or home visits 
was dev^eloping but had not, yet been implemented 
regionally— 

Four regional centers reported^. having personnel 
to coordinate service^Tor parerrts throughout ih^it* 
regions by 1973. jCJther regionally ^coordinated ' 
services for parents of deaf-t>lind "children involved 
regjo^nal'parent workshops in 197^ and 1 974. 

^drent Services at £he State Lev^^; 

In a March,^ 1975, survey of all regiortal centers, " 
sevejj reported having beguH sponsorship of honfe 
training and visitation progran)s for families' of 
deaf-blind children on tlie state level between 1970 
and 1972. These seven fdgional centers employed 
11 home visitors or itinerant teacKers. The bapk- 
ground training of these individuals included: 
teachers of the deaf-blind or multihandicapped . 
child^ a speech therapist, social workers, parent 
educators, Ja child development specialist, and 
■ para profes sional— with some experience irt desrf- 



6ther states developed plans for providing hoipe 
visitation through- teams of professionals on an 
iti^erant/^basis durfng 1972^3. These teams con- 
sisted of teachers of deaf-blind persons and social 
workers who f^^used on training parents to 
become child-trainers; The team .merQbers also 
offered counselii^ serMices; to help parents cbpe 
with family conflicts and stresses. 

Major Trends of 1975 

Fiscal year ,1974-75 was a year pf greatly . 
.increased services to parfhts of deaf-blind children 
throughout ' America^ Reports from the regi^jpjl*; 
centers showed that between 150-180 individuals 
were involved with parent counseling, home train- 
ing programs, and outreach home visitation pro- 
jects during, that year. Forty-five states were 
reported as having honfle counseling services-avail- 
able to the parents of deaf-blind children. Both • 
part-time and Tull-time cpunselor jervipes were 
reportecT-including those persons who 'served par--^ 
ei^ts of children in a dassrootn t)rogram and 
outreaeh *v(orkers who covered entire states. Stai5^ 
estimates of parents. served ranged from percent^ 
to 85 percent of the parents of deaf-blind children*/ 
across the Yiation, with the Jesser percent being/ 
reported by those • regions that had just beep ' 
furfded^for pa£ent services within the previous tv/o 



years. 



blind programs. ThisN^oes not in^de. tfm state - q^^^^ ^^^^^^ sU^^ested that over 50 perqfen/of 



personhel wW'^wpre'^hirtd"^ 
throughout the United States. TTiese e;^rly itinerant 
workers covered large geographic ^areas-often 
- entire states— while serving very isolated fartiilies. 

A few "state, deaf-blind educational programs 
included social ^workers, psychologists, and parent 
educators' to provide educational and counseling 
services to the parents of the children in the 
'deafrblfftd program. Some parent counseling was 
done on a referral basis; while other counseling 
services were extended to pkrents through group^ 
therapy ' sessfons. Very, few contacts were malfe 
with the parents ©f deaf-blind children in the -state 
training schools. * ♦ » 

Between 1972 and 1974,. -regional ^^(xpters 
in^eased the number of bounseloi^ and honte^ 
training personnel to more than 55 persons. Also,- 
during this time, iix states reportedly conducted 
intensive workshop and training sessions for social 
workers and parent counselors. The training s^- 
sions represented an,att^mpt to build quality into 
the state programs and to better prepare those 
workers to meet the needs of the* parents of 
deaf-blind children in Jhe home setfing. 



the parents w'ere counseled in individual *imi!y * 
sessions. *Only five states 'reported hoRling group 
* family counseling sessions. , \ 

Brealidown of experience and training of those 
individuals ^oing pf^nfcounseUng included social 
workers, teachers^iDf th% dea^-blind; caseworkers 
fpom cohimissions the blindj counselors, for'^he^ 
^ blind, trained home visitors, teachers of the blind, 
^araprofessionals with supetvision -by a- teacher, 
psychologists, general cla^ocwn teachefs, teachers, 
of the multihandicapped, l^^ers of- the deaf, ^ 
paraprofessionals •with supervision ■ by a social * 
worker, program directors, parenf educators with 
teacher-training that included dasswork in counsel- 
ing skills, speech therapisfs, i-tinerant teams, and 
. nurses with trailiTng in'infant stimulation. Defirting 
jthe exact roles that each of- these irfdividuals'' 
assumed in parent counseling^ aitd home visitation 
would be an impossible task to accomplish with 
any accuracy* General impressions obtained from^ 
^the regional centers Were that a majority of these 
. workers used an education/ training orientecf' 
f \ approach arid, spent much of their time training 
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^ paipnts to become child trainers.' \j' 
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Many of the respondents from the regional, 
centers indicated that future hiring trends for 
parent counselors and home visitors were expected 
tQ lean more toward tr<rined social workers w\ti\0 
some inservice training in working^ with tl^^af- 
bUnd. A few respondents stated that several 
regional and state prpgrams would, continue with 
teachers of the. deaf - blmd as liame visitors but 
would have the teachers attend intensive confer- 
ences <J^n counseling techniques and skills. Others 
pergeiffed ttje^iome visitation team as providing the 
most comprehensive counseling-training' situation 
fcft parents. Interviewing and counseling skills and 
^adat)tability tp unstructured situations such as the 
home setting ^ere seen as necessary Jtraits for any 
individual dping parent counseling and home visita- 
tior>. • * ^- , 

Spinoff workers. Project Spih-off was a nation- 
wide program to prqvide service, through tramed 
home visitors to those families not receiving other 
services for their deaf-blind child. Twelve workers 
were assigned to various region^ Some concern was 
expressed about tlTe limited training provided fm 
fhese workers. Respondents believed that mew 
than three weeks for training and planning would 
have been helpful for a number of the workers who 
had never done outreach 'or home counseling 
before.. However, tHe majority of regional center 
reporters perceived .the Spin<>ff project as a^najor 
impetus Ifor cqntinuing and expanding services to 
parents throughout their regioAs.' Other advantages 
of haviVig Spin-off workers w»re seen as: identifica- 
tion of additional parental needs; providing data on 
family environmental ^nd cuUural urrtqueness; pin- 
pointing gaps in services to* parents; pr6viding 
educational services to t^e parents within the home 
getting, increasing new Ata and psychosocial infor- 
mation *on^ deaf-bbnd children and thpir families; 
oBtaihing financial assistance for parents; providing 
liaison between school and parents; assisting some 
states -in making contact with every homebound 
deaf-blind person in the state; prdviding effective^ 
counseling services to isalated, rural families; and 
inspiring ne^ parent counseling and home visita- 
* tion project's. Sq^e responded ts belie^ved that a* 
team concept would Irave been more effective, 
because 5pin-off workers freque'ntly seemed to be 
doing ei^er parent trajning or parent courtseling 
b^t not^tli. ' / 

Trends ifjpari^nt groups. .Nmcteen states reported 
\that parei/t groups and parent group .organiza- 
tions pn file st-ate l^vel were reported to be on the 
increase* in each ^ region. Continued support- of 
parent-sponsored, groups or * workshops were 
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reported by. all tl^n regional centers. Interest ran 

'high in relation to workshops for training parents 
in leadership skills, legislative procedures, and 

* issues of p^reHts' rights. • ' • . 

Other ' continuing concerns. Reports from the 
regional deaf-blind centers included on-going plans 

^for workshops for teachers, stressing paren't-teachen 
relationships and counseling skills aiid^ feachin|fr 
home management; establishing^ numerous riew ^ 
local coitftnunity resources for parents; increasing 
use of mass media to acquaint the public with the 
problems of the deaf-blind child and his or her 
family ; providing summer educational programs for 

"parents; organizing weekend jetreats for parents; 
creating parent newsletters with question and , 
answer columns .written by psychologists . and 
psychiatrists; increasing parent services to reach' , 
those isolated families who still do not have 
appropriate i^ssistance; providing counseling ser- 

. vices to paSws who have deaf-blind , children 
placed in inlftufions for the , mentally retarded; 
funding trained baby"^itting services and respite 
care-fcfr parents of deaf-bjind children; coordinat- 
ing parent counseling -services on a nati6nal basis; 
coordinating parent services at regional level; 
addingntw itinerant teams to do parent counseling 
and wlHte visitation on state levels; and beginning 
studies^ and research projects on-eounseling with, 
the sibhngs of deaf-blind children. 

The lists are longhand the continuing needs are. 
plentiful, but the accomplishmeats^in the^arerfof 
parent counseling and hopie Services during ihb 
•past five years ar^g|uly«i^ifi can t^ 

Tasks of the Home Counselor ^ ^ 

Preparation for beginning J^ome visitation pro- 
grams can be aoxiety-pfovoki'ng to any new Ijome 
counselor or outreach worker. 

Preplanning for the Home Visit 

^ If thev counselor or worker accumulates knowl- 
edge abobt the current educational theories and - 
practices for deaf^blind children and their families 
I and takes time to acquire the necessary counseling 
siills to effectively Work with these familks> the 
experience can become an exciting and re\^ding^ 
one. ' - * 

Acquire knowledge of the treatment and train- ^ 
mg of the deaf-blind child. Suggested guideli^ies fqi;^ 
obtaining information and knowledge of this* 
nature include the foHowing: . 
■ 1. Acquire .and read .many of tTie availa^^^ 
articles and. books on rubella an^ otl^B* 
handicapping conditions. A greatly increase^ 
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number o^tlctes,. books,- agrf bibliographies 
ia tMl area of deaf-blind can be xeadily 

* 'obtained through the regional ,ceatj^ for 
deaf-blmd children and through specific deaf- 

. I^nd projects. The kndwledge ' hls^ becotne 
sophisticated and# relevant for individuals in 
centraut A programs as \feU as for those in 
homejtainrhg settings. 

2. Get'^t mto the field and visit deaf»<|jlind . 
.programs. Watch the children ^id t^actiers at • 

work and at play. Observe how the teacher^ 
presents individualized lesson plans to ^h{l'^ 
dreaj^of a\i levels of functiooLng^ Take nofe of' • 
the^guipment used and how'it\is used to 
efthaoce residual hearing and vision or to 
develop fia^and. gross motor skills. Ask the^-. 
teacher (or suggestions about how it c^n be 
> adapted or jjjbstituted for 'deaf-bflnd children ^ 
nn the home. ✓ ^ 

3. Contract professionals in all diH^lines* who 
.w£>rk with dea-fij^lmd and o^ier h^dicaf^ped 
children and question fhem in dejfth^^out 
testing and. training 'techniques they liave 
found he%i*uL^when working withjht^^e chil- 
dren. |^ljpan^^ake appointment? to^meet^ « 

. the pediatrici^l^ nurse, ' spffech ' therapist,^ 
sQcigl vyorker, plTysic^l tterapist, aucli(^fdgist, . 
\occupati^ffer therapist, pjythQlogisf teacher,*" \ 
nutritionhst/ librarian, program dir^tor-a^ 
who are actual 'oi* possibl^o^q^s of informa- 
, tion fprthe home eoun^Sor. These*con|act5i 
^ not only' 54^iW kneWTedge for the home 
^c(uinseloT b'ut also "beco'm^ appropriate T^e^T- * 
r2#res0ufces for family and thecounselor^."*? 
' intheTu^re. * . iv * 

.4.'*\?isit private and public mental ^healtjj^prc^ 
gr^s: child d^vel^pm^jat cenkrs: scho^ < 
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/ , with special -programs fbr the ^ea*i)||th^"blind^ 
an^ the- dfeaf-blind^ vocStit)nal rehabiikation 
. V' agencies; aild specific foundations and^club 
V grou[5s which tytlie interest in, handicapped 
^ . children an^ families. , 

,^5. Attend workshops, conferences, par.ent groyp 
' meetings, and comfnuijity actt9fr groupl'TaKe * * 
courses in child development, parent counsel- 
• ing,'^d ^crisis, intecvtntion • Read, o^rve, 
consult,, be creative. Be your owj^re^urce. - 

' ^ UnjJenstandfamri^' s^mcti^e, rolewifnd dynamics, 
' -The^o^e counselbr'shyCld also have a good U4ider- 
^stailfling of faojily structure, roles, and dynamics 
ofW^ehavior. . Whpn^ We .^speak ' of tl\e structure 
of^ family, are actually* talking about tl!e 
"kms>hip stractUre-of uH .^he family members. In an ' • ^ ' t«) 



y^y^tory of family membership, we should look at 
all generations ^ of this family , that form the 
'per§o?l9l resources for? this unit. The fatnily struc- 
ture rfty include grandparents, uncles, aunts,' 
parents, and children. Some authors ^^peak' of . 
framing the family structure in light of wh^re the 
tfamily resides, including all members of thafemily 
' t^jat live" under the same roof (Pollak, 1960). Other 
authors befieVe the nuclear family of father^ 
mother, and their children to be 'the most ^|re-' 
quently observed family structure in today Vsociety^ 
*as. we" knotv it. ilowgver, the^uclear family is 
certainly not the omy structurerwit-h which we will 
confe in contact, l^ot ^ly will we work with some 
extended, family ^tuations,,but we may be con- - 
c^ned with a number of one-parent 'families on 
ou^outreach list., The home c^unselon needs. to be 
able _to adjlist the home program 'to^ anylamily 
J^ructure. Points to consider in relation t^tamily 
structure ihclude tHie following: 

1. Thosn^members included in- fhe family struc- 
^ ^ "ture are*> already a Ksojirce of one kind ot 
y ' another, for the family. They may be a" helpful 
or'a disruptive resource for the l^me twining 
program* and Tor the ' dAf-blind child./ The 
, jiom^- counselor^hould" evaluate artd assess . 
\^ e^K:h family memoer's" involvement and devise 

■ a nJan*for ho^ all m^m'bers can be incorpo-. 
' rated into a constru^i^e program of 'service 

for the child and the famijy: 

1 Family structure may determine the, amount 

..and the intensity of the^home counselor's / 
^ involvement witH the family. If the^ family has ^ 
muhiple warm,' supportive resources wjthin its 

* structure, the counselors may not need ti&see 
' that fanyly as frequently a^ *they see the.- 

fan^ly with ox\^ on^parent ^nd few support- 
ive, ririefnbeTs:,,fWhenil^^ with ^ "family 

* ^ having, limited supportive q^^rees, the hofne 
/counselor, ijia^c need to become a part of^the . ^ > 

■ scfpport system until cS:her commShty ' 
resoiwces Qan be brought into di/ect service.^ 

* ^Th§* counselor ntay also need to rea^'out \ ^ 
jinto the local commun^ty^to^cruit su^bstTtute 
exj^nded Tamily raemb^s- s.ueh<«s 'a grand/* ■* 

•mother from next door, an lihclfe from 
Softball team or the fireljouse crew; or a blg% * 
sister from the high sc^iool to provide a faM^ ' 
^tfurture whVe noncfhad existed before. 
s^ubstitute: fadily can Vclude any corDmunuy-^^Y ' 
member who*is willing to taJce an active- pirt-^^ ' 
in- providing new strengths and relatibnsmps^ 
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.3. Observe %e family structure.. Ts it a loosely or 
a tightly kiiit unit of kinship? Whichever it is, 
is it working adequately for this family?- If 'it 
is, leave it as it is. If it is rfot vvorking.well for 
the parents op for^tlte deaf-blind child, some 
plan for intervention' and increased outside 
supi*>l-t should be affered. \ . 

-Early writers commenting on familyrojes or the 
function^ of family mcrnbe«s\ (Z<^fditch, 1955,: 
Pollak, 196(^ R?^e tended to type rnale and femal^ 
•rAs as "instRumejitaP and "expressive." Zelditch 
deOTtibe$ the instrumental or male role as:, (a) 
dire<:t responsibriity for the. solution of family 
task5t(brthe authority "to make bindjng'managerial 
decisfpns; ar^^ (c)^the primly jespqnsibility ror 
discipline' ana training of children. The" expressive 
^or ffmale' role was defined as: (ai^esponsibility for 
'maintenance of solidarity and' management 'of 
tension's; and' fjb) the' primary responsibility for 
cam iiirib erWiional support of children, 
.ftl&me cauntYies, tlie 19^0s brought consider- . 
^bl? shifting and expgnsiorv .of the concepts 'of 
nfiale-female roles* within families. •Males*^ and 
femal^ begaTlnoissume roles with v?.hich they felt 
-most comfortable or those that' W(^re decided iipon. 
in mutual agreements. The* 4-oles assumed by/ 
marriage partners today may be a c€)m'bination of 
emotional support' decision-making, ^leadership in 
sexuto relations, cooperation in division of labor, ' 
and siiaring 4he responsibili'ty of discipline and 
traming of children. * 

Keeping up Qh the literature on changing roles is^ 
a«worthwhi!e goal for the home vjj^itor. Currently 
many good books and articles cjarify the changing 
Aiale and female i^oles in American.society»todayl 
Aduli courses ir/curfent trends^re>also a valuable* 
re$dC*oe f^^j^eping up to date , 6n^ >vhat^ is 
happil^nV^nie *c6n temporary ^ul^ors (Mu|er, 
1973) are stressing that both rr^ and^women now * 
havd one main rple, thaf of a humdn being. ^ ■ 

In Bght of the many role changes some families 
may be experiencing, "one role at least should 
remain constant for them-the rgle of the* homq^ 
counselor. ^ \ 

Th|^basic role of hfOm^ colmselors is to worfr 
.with the farhilids wl#fc -they -are and with^the 
Tndividuals in wha^eveiwolQs they Mve^aftumed oro 
'have bieen aj^i^ed fintil we ' have established- a 
relationship ' with' theitJ and have 'assessed ^tlie 
individuals* fUnciionirig in those roles. As we assess 
i4pd' eValMate^ the roles of tfre fan^ily members, we 
should asl< Ourselves (a) Arc'the fan>ily membc||0 
accepting of ^d oorpfortahW with thpir rples? (bf 
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vidtial role«? Tc^^re the family members func ^ 
tioning adequately in' theiH individual roles and in/ 
their .faifiily. rpleS? Again, we may offer reassur- 
ances such *'ypu are. doing a good job; keep it 
up'* if we fmd that roles aje being handled well but 
should .plan intervention',* through counseling, if 
th5]||are not.^ *^ ' * ' * > 

If a role disruption -occurs because of- illness, 
berpavemenf, divorce, birth ot a handicapped child,- 
periodic crises, or ongoing role cor^flict, the home 
counselor should have the sljills to help' the family 
' work through^ the ^disruption. If the home coun- ' 
selor has not^been trai;ied in t;risis-iiitervention 
techniques or in longer term marriage^and family^ 
counseling, a referral sljould be made to a trained, 
Ucensed. or certified counselor. 
. 4n referring to family dynamics, we" are;,Veally 
addressing ourselyeS' to. interpersonal relationships 
within the family: ' ho^ ^one family member's 
action- (the 'stimulus) affects the behavior (the 
response) of another fam'ily' member. ^Personality 
' charactOTstics of family membe/s-whethef ♦ they 
^ are dominant, submissive, competitive, coop- 
erative; ^defeo^ive, fearful, 6r aggressive, for exam- ' 
ple-also influence the interactions of family mem- . 
bers. We anticipate tliat rriost family feUtionships 
will pfromote^ growth an4 maturity for each of its^ 
' members, but we sometimes meet families in \yhich 
unhealthy interactions, , communiclltion system 
problems, restrictive family, rules, aivd abSejice of 
.^en . linkages to 'the outside' community" have ^ 
reduced the 'growing edge of o,ne of tne individuals ' 
. or the entire farpily. unit, " , ' ' , 

Fa/ijiilie^ with deaf-blind ct^ildreh differ very 
little fVom any other family except that they iffay 
h^e, si>me,unique/^f^sses and pressiy-es'becaus^.of '^ 
tp'd'ekf-blkid child.. ^ce nfior^, wemeed to asfefess*. 
the; family' relationsfitps and 4ry ^to determine- 
where, the dysfunction is and how we can h^p the 
' family wgi;k through its stresses. To .^accomplish 
this' wi^thout causing additional trauma, the^hppie 
kelor must be adept ia parent counseling pr in 
iewing .techniques, fntuition is helpful but^ 
soitietmes faulty, A distinction must be made 
between^ tt^ person wR6 is woj^king in the hprte 
settin|/to''trair^ "the mother t^^ork. with* het 
det^WjndJ^ild for -educational purposes and that 
person wfe is woriang in ^he home to^ help^^a 
family woPJIthrouglftysfunctional relationships or 
emotion al^roblemsT Very few people wprjcing in 
the dfeaf-blind are^ are trained to do both ^ this 
point in time. Home couft^elOrs and outreach 



woi^cers should be acutely aware qf their'linvti- 
»tions aaa training. - ' • . 

Dtvetop intetviewing skills and competencies, in 

/ preparing for ttie home encounter, home coun-,' 
selors first need t<f take a good introspective look 
at themselves. Seif-awarene^s is an ab§olutely essen- 

.tial criterion for the peVson making home visits or 

^ doing family counseling. Home counselors need to 
explore feelings about themselves, feeUngs about 
h||^dicapped children, feelings about working in 
home situations with all socioeconomic groups, 
and feeUngs about w.orking with a variety of ethnic 
groups with diffei:ent ctiltutal mores. ^Our feelings' 
abouh pQOfh and circumstances will determine 
how we re4ate to^or do not relate to th'ose people , 
and circumstances. 'Other important criteria for the 
home counselor 'would include such attributes as 

^ self*motivation, responsiveness to needs, ability to * 
roll with -the punches^ abiUty to appropriately use 
supervision and guidance, and the determination to 
stay wijji a task until it is completed. 

Garrett (1972) states thaf, ^Ithou^ithe most 
skillful interviewing and counseling gives the 
ai^pearanqp of being a smooth and spontaneous 
interchange betvveen the interviewer and Uie client,* 
ttte still revealed is obdfenfvd onjy through careful 
stU^y and years of pra^ctice. Where m^t the new 

* .home counselor start in tjiis whole process? 

^ The/ folloAving., concepts are emphasized by 
Biestek*(1957)"'a^ Qrkhuff (1^72) as necessary 
components of a. .good working relationship 
bkween the ramily and the home counselor: 

. 1. EstabHsb a relationship with the jirdividual or ' 
the family. 'AH those working with people 
must learn tb rel^ch l|||^n^d n>ake a jne^ning- 
H " ful corit^ct with another humin being who is 
. * " hurting. The contact is an emotional interac- 
>?; . Jtlop i^tween p^le. If Ae r^latigAship.is'i 
' f ,pbsitivd*one, it feads to'^-tnfetipg* cornforfr 
' ' able» warm, and safe feeling betweert the two 
people. If the jelationship'is a negative one, 
' / ' the feelingsr evoked can Be distrustful, disre-'* 
spectful, uneasy, and defensiv^. T^e people in , 
^ I 'this^ relationship are les^ likely to know what 

* . the other is saying or is needing. A'^od ■ 

! relationship will allow, for expressions of 
/ * 'anger anil* hurt ii^jin opep and honest way. . 

2. AII9W fhe indilfiduai or the, famify to use ^ 
' , ^If-U^^el-fninatiqn in ; decisioh making* -This 
does iieft 'meai^jat-we.remove ourselves from 
•V -the decfeion-mking jJoce^ bat tMi we 
facilitate the ^ision tbroi||h discussion of - 
' . all alJernaJdv'es jn* an atmosphere of respect 




and self-dignity for all the - people working 
together on the decision. Self-determination 
guarantees the counselor's support wiAout 
his or her domination. ' 

3. Resg^ct the;inc}ividuality (Jf the family me^- 
bers.-Respect maintains a positive relationship 
and 'encourage# cooperation and purposeful 
expression of feelings. Allowing for individ- 

^ uality permits each persojfco be his or her 
own unique self. 

4. A nonjudg^pental attiti^e on the part of the 
^ counselor gives family members the freedom 

to be .themselves without fearing rejection, 
assuming ^uilt^r assigaing .^ame. Accep- 
tance of family membelk is an important 
element of this open attitude.* 
^ 5. Genuineness Mnd empathetic understanding 
/ by the counselor imply responsiveness to 
needs and a willingness to sharfe f^elirigs. ^ • 
6. ConfidentiaUty assures the faoHiy that what is 
te^ledjft^ill not be shared indiscriminately. 
Family irrfbrmation shoufd be shared only for* 
professional 'purposes and only with those 
i persons concerned with the case. ' ^ ' 

^^Authors; in an^^en^pt^to^ijescribe t^e 'process ~ 
and " techniques of interviewing, have used terms 
such as the "skilP! and the "art" of looking bpyond 
the "manifested" zHd the "obvieus" beh^vj|^ of 
the.cbent. Garrett (1972) "describes interviewing as 
an art that includes the observation of oyert 
b.*havior and sees what the behavior says as well as 
noting \yhat is left unsaid. It,invo|ves listening with^ 
tliPthi^'d ear^thg perce^ptive formation of leading 
questions to gain .information and -to refocus the 
intejvieW, *id the giyi^ of subtle leadership and 
direction. It involves the ability .^^^ be alert to shifts 
in conversation, association of id^?4si' recurring 
tlijemes,jinc^isteripie^^.a ga^, ai^djite appro-'" 
priate use. ^of silence. The dBeussion' of such 
techniques ,mfist 'be abbreviated here, but many 
theories and numerous methods of apphcation 
should be studied by the home cour^^lor. 
. One method of counseUng that many* social 
workers and parent counselors haye found to be a 
comfortable and- useful approach is the method of 
supportive interviewing techniques. Selby (1956) 
suggests two, types of conditions in Wliich individ- 
uals can benefit most from suppdrtive help: (1 ) the 
pefson - with weak egqjistfycture who cannot* 
tolerate further threat to his or her defensive ^ 
sjSten^and (2) the person yho normally functions 
quite* |?elf buf who is reacting* to some uiffisually • 
diVficiSt situation which has terjjporarily impaired 
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his or her inteyative capacity. Supportive tech- 
niques used (Method and Process Hn Social Case- 
wo>^» 1967) include: 

1. Providing7--cea§surance. Reassurance ,be- 
comes a (fynami?^ force when u^d realis- 

» * , lically. * ' » * 

. Vignette: Mrs. X. Nvas -severely depressed 
over having given bipth to a rubella dea^- 
blind daughter. Her d&pression resulted in^ 
frequent periods of' crying alone in her 
room for several hours a day. White under a 
great deal of stress, Mrs. C. Nvas stiD able to 
accomplish all oWier hbif^ehold tasks and * 
attend church each* weekend. The home ' 
. counselor complimented Mrs. C. on the 
fact that she was stili doing an excellent job ; 
of handling her hon^ respo;isibiUties and at 
the same ti^ maintain^g contact witji her 
church. By verbalising these observatipns, 
the home counselor gave Mrs.^C. realistic 
reassurance that sbe was functioning ade- 
quately' tn these areaVc^f her life and Within 
- the^e rples. 

Z.'Siving information: Information allows for 
constructiv^action^ ' , 
>y Vignett^: Mr. and Mrs! T. are no^- facing 

' ' the i^ibility of placing^ thejr^ deaf-blind 
son, Tohn, in l«^jnstitution .for th^ men- 
tally retarded. Johh is-slxteen years old and, 
has been in- a* ^cialized' home training 
program ,for Tolir yqars."* Nfr. iT. has'jus^. > 
suffered a massive ^fieart attkpk and mustW 
stop working for a mifiim/m of six to 
twelve months. Mrs.vT..JMS had to ffhd a 
\* ' job, sihcc^ shfe is' i^ow the only healthy adult 
, in ;the family. BotAkt^nd Mrs- T„ in the ^ 

.process^'of making^ie deci^iort to plafce 
John in the State Training- School, liave. ^ 
* -been bombarding the *faome counselor vyith 
questions: What, is the S,t^ Schobf like? 
Will they take good**care of John there? • 
Will heS'orget *how, .to dress .•and feed 
himself? WilMhey know what he Jikes to" 
eat or v\dien "fie ne^ds.to,go tq the "batlv f 
room? What wilt happen* ttj^Jblin if^hil^ : . 
Tather and I sJio|i|d both die? they had. > 
unen(flng -questions, uaceasing ^need for 
informatiOT. Tb? hoine couns^Or-did not . 
Ji'ave. all the ansWers for Mr. and MrS; T.,>K 
but anfthged for both parents to visit the 
State Training Schod and to meet the 
' personnel whd would , be wording with 
t^f^ "Mr. and Mrs. T.'lrad the opportunity 



to obtain the necessary information on 
which 16 l)ase their decision for placement.' 
They also had the cjpportunity to talk with 
^rf attorney about Sociat Security benefits 
^and state provisions for John's care if any- • 
thing should^happen to thefn at a later date. 
. Encouraging logical discussiori. Logical dis- 
cussion helps the individual 'make a deci-V 
sion based on the appraisal of ^alternatives 
and their anticipated con^quences. * L 
Vignette: Mrs. G. was pacing back an(f ' 
forth in her living room wij^le her eleven 
year old deaf-blind son played on the flpor. 
With a good deal of anger, Mrs. G. expressed 
her frustration over the lack of communi- 
cation with Jjer son's .teacher about what he. 
was doing at school and how she was 
'expected to follow up on the sanfi^ program 
at home. The home courtselor helped Mrs. 
G. define what' she perceived* to be the 
^ specific ' communicatioi* probfem, then . 
assisted her in looking at alternative choices- 
' available to her to help resolve the prob- 
lem: (1) call the teacher and ask for 
suggestions; (2) visit the school and observe 
specific activities and how they are accom- 
plished with her son; .(3) ask the teacher to 
\ write ovj. a conjplete home program; (4)- 
\giveyOB andv forget af)Out-k; (5) write down 
Ma< G.'s owH activities undertaken with her 
SOD, sSnd- them, to the teacher^and ask for 

coupments as to their relevance; ahd' (6) 
. sign up *fQJi the' John Tracy Clinic Corre- 
spondence Course. , ^ , 

At firs.t. the ^ home - counselor thft 
. Mrs. G 's complaints might be iflcbnsequen- 
, tial. However, as" the counselor liisteried and 

observed ihe intensity fof^rs. ^.'f'frustra-. 
.trons, she* realized thaf laCk 6f $:onimunica- 

tion with the t^acl^ was Mrs. G\% most^ 
, insistent and urgent .problem. Counselor 
' and mother, talked over the alternative 

plans and their consequences. Mrs.' G. 
.decide^ to try alternative plans 1, 2, 3,^,* 

and ^"for one month, and then evaluate. 
' Which approach had been most helpful as a 

solution tp the coqimunication^robkm. 
4. D^moristrating Jjehavior. MoteHng behavior 

m this coritexf refers to aH ways^ of 
^ fesponding-ideational, emotional, attitu- 
, dinal, and physical, ■ ' ^ , 

Vignette: Mrs. B. felt |hat she was totally 
' inadequate in^ relating her- concerns dbout 
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her deaf-bjind; child' -to the doctor. She ^ 
often stated, **When I arrive at the cjoctor'^-^v 
^ffice, I, hav^ dther forgotten what I 
wanted to ask hin^ dbout Cindy or. the ^ 
. doctor rushes me ouf bf'his office *in his 
' haste ta see another parent and I don't/- 
have a chance fo ask^him ihb one question I ' 
can remember.."^ In this particular instante,' 
the home counselor and Mrs. B. rble-p]ayfedr = 
the office visit. The couQ3elQr, als0 ^ed 
\Prs. B.*to write down each qSRtion about 
her child that came to mind during. the 
week. During' the*^next home visit, the 
counselor and mother reviewed the list of ^ 
/luestions together. Again the office xisit ' 
was role-played with the counselor assisting 
Mr% B. in understanding what constituted 
an appropriate ^ssertiv^" request for infor- 
mation from the doctor. The home coun- 
selor used the techTiiques of modeling 
behavior and coaching (Rose, 1975^ 

5. Giving advice and guidance. This^hnique 
IS. used wlien the individual needs direction 

• •oj permission to act or becau<^e he or she is 
InKibited by fear, anxiety, or other rptrict- 
ing £motions. It must be use^ with discre- 
tion. ♦ - ' ' 

, * Vignette: Both Mr./ind Mrs. W. had expep- 
-enbed severe depression and had become 
'immobilized during the tf^tg of the- death* ^ 
of .their deaf-bHnd son. The T^Mne court- 
s^lor became active in* suggesting^m<stej^" 
that Mr. W. should take in making funeral 
sery\(^ arrasgements. The counsel9r 
advised }4rs. W. to respond to the imm^yii- 
ate neieds of h'er^other childftn and assisred 
her in^getting. the children bathed and fed. 
Advie^ and guidance is not freqOj&ntly used 
as a«^$upportive t^chniq^ue because most 
people take action to make changes when 
' they are self-motivated fo do so-not when 
' someofle eUe'advise5;thGni to do sp.i^n$i^s 
situations could be an exception to^'tfiis. 

6. Setting* fealistic limTts. When the individual 
is incapable of limiting herself or himself, 
the counselor n^y need to do it for him or 
her unbl .th£ individual call 'Stabilize or 

^ ' leann to adapt his or her behavior. 
Vignette. ^Jaul ^vT^s deaf-blind, excitable, 
and physicaky ■ agrejvsive at home Jo the 
point of tyramiizing his younger brother, 
Peter. A home visit revealed the intensity 
of the family problem. Petpr was extremely 
bright Und.was doted on by father. Paul 



could n^ver Y^in an arfjliment or .gi^n any 
^ attention unless he did it through physical 
yiofence. • buring family counseling* the 

* ^'arent» ^ere^helped to set limijts on Paul's 
.* ag^essive behavior as \^ell as bp.w ork more 

realisticallY 4M^th the ^^^&lry between. Paul • 
afid his younger brother. With more atten- 
tion from' father' for apprppriate behavior, ^ 
Paul becan\e much less interested ki acting 
^ out his jealousy toward his'tfrother. 

7. Ventilating^ This allows the individual to 
release* energy' bound by unexpressed emo- 

• ti^m. <^ J 

Vignette: When the home counselor arrived 
at , the S. family home, Mr. S. would 
hurriedly leave the front room/His path, as 
he, travelled through jthe -house, coyld be 
followed" by^Mrs. S. and the'\:ounselpr as he 
banged dopfs, pushed drawers shut with a 
slam, and- stormed out to the garage. After - 
several ^its, the counselor: follo\ved Mr. S. 
out to the garage one day. The counselor 

; quietly stated, "The pressures of liavipg a 
deafrbl'ind child plus' six other children 
must be -terribly great for a man who 
actually prefers the peace and quiet of 
wgrking on his cars in the garage." Mr. S. 
looked at the counselor with ii^tense an^er.V 
*The counselor's question, "Is there* any- 
thing I can d^tcf help?" was followed by ' 

' explosive ajiswers, "Yfs, someone 

* ' Qo^^Wh rfie what's really wrong with Tbfn 
ftaH^eaf-blind cliild)! Someone can help 
pay my doctor .and ^hospital bills! I wish 
some ^doctor wouW^ tell me wh^t those 
psychological tesf^ mean, and you can- tell 
"our neigbbeir^ that we (Jon't have,some-' 
tjiing that's /catching juf t because we have a 
soa who is different fr^ then* 

V Mr. S. sat down on ,the beftch Jnd the 
counselor* joined him to hsten to',his expres- * 

^ sion^of tetal frustration and pent-up anger. 
/ Mr. S. looked tired and exhausted and' 
didn't go back into the hou^ with the 
counselor* for* the remainder of the home 
visit. Mr. S» stayed in the'house for all of 
the follow-up visits, however, tnd -eveiy 
'tually became actively involved in tne . 
home training prtsgram for his deaf-blind 
son. ■ - * ^ ' 

8. Providing^ireCt intervention^ This involves' 
the counjielor taking actiof! on behalf of 
the individual or the family. * 



vignette: Direct intervention is the coun- 
selor's action that ctianges theYeali<y*of the 
farmly, parent, or child's situation to enrich 
tht .environment or to^void unnecessary 
e?tterrfal stress. Probably the -most extreme 
^ exJample of this might occur when the 
.ccJun^lor, the other team^ members/ and 

• .perhaps the family become awaVe of the 
fact ^hat a deaf-blind child must he placed* 

J outside his home because of neglect, rejec- 
tion, physicak abuse, or the iaability Of the 
^ parents to physically^ of^emotianally pro^ ^ 
vide /or- the ^child's tontinued gro'wlh' 
, Other, ' less extreme examples of, direct 
intervention coufcl mclu^tj. (1) the coun- 
s^^lof taking- the active responsibihty ' of 
providmg trifnsportation for the family to 
. go -tdKh^ diagnostic center instead of 

* askmg the Tamily to takv total rcspon- 
' sibility £6' find another -means of transpor- 
tations when ihey d& nol have a car. or (2)' 

. ' going to the doctor's, office witii the 
anxious n^gther andxhild and, mtsrvening 
with the doctor-asking hjtn the questions 
^the mother has forgotten or is too Tearful 
tp ask. ■ ^ ^ . 

9. Utihzing habitual patterns'of behatiof-.-This, 
"involves a deliberate effort tt) 4}elp* the 
incTividual use old behavior patterns^n a 
new- and improved manner. Direction qf 
energy is more constructive so tha! dl|t 
%^ fvard Morms bf be*ha\aor ai;e ' chang*)d; 
although the intent of the internal pro- 
. cesses^are not modified^ 
' Vignette'' Mrs. H: spoilt liuur^ uii 'the 
teleplioji.e. between vi^iPs b^^ 'the home-* ^ 
co^unsefor, repeatedly asking her thrfee f 
women friends what s)4e ^hould-^do get 
' hejr de^f-blind daaghter to-eat or vto stop . 
. banging her head on the^cnh raHs. The need -\ 
•for reassurance ancf direction was so great 
for Mrs. that she was gradjnally n^xpen- < 
' *hcing perspnality dij^ojg^jmatron as she 
, ' contir^ued to receive confusing instructions'*, 
from fficrids -^ho had nevaer^ personally 
' expertefiu^ such frustrations/ Th^iohie 
# counselor too4c Mrs. H. to the nd^Broup 
■ ♦Qneeting fpr parents 6f handlL^ppeff chil- 
dr^. Here. Mrs. H/sinqyine^^/cr directives 
were responded to by parents who had had 
similar experiences and had acqtfired > 
* knowledge ' frpm^ professional, counselors. 
^r%. H 's, pattern of . behavior was the same 



but ?Plv» h'er efforts ta find information 
wwe constnli^e. 

, Encouraging confrontation. Pointing out 
stereotyped or patteme^ behavior* so that 
the iiidividuahtjecoraes aware of them, can 
tolerate th^^jarene.ss, and can imfjrcfve his 
or her functiom^. 

Vignette: Mr. and Mrs. M. are the parents 
of a deaf-blind child but the primary 
.problem seems to revolve arouad the fact 
that/ Mr. M. refuses <o hdlp Mrs. M. witlf 
any of the household tasks. Cofl^ontation 
wa§^sed discussing this*wkh Mrs. M. 

"My husband is getting wcyse. He just 
will not do anything to Jielp me out at- 
home." 4^ 

^ "What did you want him to do that he 
dKln't do?" ■ 

. "i told him to do the dishes.*1;le sai'd.he 
was fired aft^r vvopking at the store all day 
and th^t I made unreasonable'demands." 

' Then what did you say?" ^ 

''I said,'/That's-not true. I frave to yell 
at' you i<hd demand that y^u help nie out. 
Why' did your mother bpin:g >ou up to be %o 
d/y?. ♦ 

''Did you try anything else td ge^t him 
no helii with the dishes beside^? reasoning, 
yeiUng/^emanding, or asking him why his 
/notKer let hin^be lazy?'* 

•'No, I just gave up and did-the di$hes." 

"Reasoning, yeUmg, asking why he's 
la^zy, and ^then. doing the dishes yourself^ 
aren't^'the same as simply telHng hirrf you're ^ 
• cxluiuved arid asking him' to do'tfie dishes. 
Why did you give up?"r^ ' ' * 

"By tlitJn, J just wanted*him to get-out 
d'f ,the house ^nd leave mtj a'U>ne because I 
was angry. J jiisi told him to go/l , 

• ■'^iving.him ttie choice to go is not the 
same as insisting- t*hat he help you with the 
idishes.-Why did you tell him to go instead • 
'of -asking ->him again ^ help with the 
^dishes?" / ' W. 

''I don't Tike to.be angry so much and 
iTs -always Such <^Jiassle to stand up for 
^hat l' feel are rny rights. ^ My husbancA' 
'needs some quiet in the evenings, too.'' ^\ ' 
^^/'h so.und^ like it's easiet-/or yoii to', 
stand up for someone else's. ngttts than it.is^^ 
for-yoM toj.staad up for your own. It may 
"not be as*. important *t6 you to get your. 
l]usband to do^^hp .dishes as \o get him- to 



leive you alone when you' have- become 
- angry."-, 

- "Would you like to talk some m'ore„ 

next week about standing up for your own ' 
rights?" . ■ ^ . 

"Yes, I would." 

Scheduling^ th^ Home Visit 

In the process of planning for that first "home 
visit, som^ counselors prefer to look up all old 
records' that might be available on the family 
members. Other counselors would rather make 
their own*i^valuations of the family on the basis of 
tiirect observations and conflmunications. 

Scheduling a home visit should beg^n^with an 
initial ^ephone cally^r letter to the family. Plekse 
dcJn't take them by- surprise.. This first contact 

' should, also clarify the reason fbr the home 
visit thaf you would like to have a chance. to get 

^ acquainted with them or that their name has been 
referred to you by someone M/hose name^^ they 
recognize fop'a special reason. The irfitial contact 
should aJso Vstabli^ the tirne of the visit. As 
counselors, we need to keep the family s schedule 

_jn mind, and inquire a^^o times when our visit 
Would be" the^lriost cdn^liient Tor tfjem. Evening 
appointments could help ensure the /pr(]|^ence of 
the father for the visit. If the father*s inckision in 
the visit^ is not possible 'at f^rst, then the next 
consideration for time should be for the njother*- 
when she is not bus> with meals, dishes, or getting' 
childrjjn- ready for schoo^ or bed. Early ^morning 
and late afternoon hours are fre^juently ijiconve- 
nieni times for a homeniaker. To facilitate tht? 
.decision about the tirqe ^lenK'nt, the counselor • 
could suggest two differcnl times to avdid having 
to work through each hour of the day to find that, 
/igln tim^. After the appointnieat has been estab-^ 
lished. ifc^'is probably a wise procedua^ to write or 
phone the family *a day or so befffrc tlie visit to. 
confifm'the day^nd- hour of ttk: app<)intnient. * ^ 
• , Checfci^ig the ccoreot address of the family and - 
the besi way to get to tlTgir home wifl 'saVl' -nuich. 

*yme'jater on. If you haVe, a map ofihe ar.ea and 
lake the family's telephone mjmber along wrtlryou 

, on the visit, jyou nnfy save your disposition and 
your Ciine. iVIso. give yo*irself a leeway of I 5 c/r 20 
minutes in case -unex-pLNiT^d , crrcumstances delay 
yq'ur arrival and disturb the family. If you .find that 
ycfu' cannot ^la'k^ the .visit as plani^ed, ^'ourtesy ^ 
dictatcs'a telephone jcall Or a* letter to explain and 

"to set up«a'new appointment time. It yo^ arrivtjiat 
the hom.e Jind find r]0 ^or^e there, lj|^'e, a note 
string that you arc" sorry to miss tht^amily and 



'will call again to make.ahother appoi^ntment. This 
could be a very important deitionstrktion to the . 
family that^ou do care about them and. that .you 
are- sericMJS about* being available to help. Some 

^families . need this IdncJ. oh concrete Example fo 
build trust befcfre the>;^ll qllow you to corrM^-into 
their bves.' ' - ' . 

Visiting the Family- 

As you, the home visitor, approach th^ family's 
community and neighborhood, try to make mental 
notes about the local resources you C£^ observe, 
the^kind of neighborhood in v*hich the family lives, 
the care they take of tlreir lawn, th^ exterior of the 
hgus^. and the kind^^d number ofxars. Being a- 
good observer of these elements can help you form 
a tytal picture of. the family. These obsePi^ations 
can also give you an. idea of the appropriate 
tnannet in which to l^elate to this family,* Itlnay 
also t(^ll yott h^LW the family may relat^ to you. 

The hopK , visitor's mental hote^ atjout the 
family life-style continue as she, or he enters the 
hom#, A]gain, ^he counselor should be.aware of ^He 
home furnishings and how they are used by th^- 
family. For example, -is it a wami, homey se'tting 
that is Totally ^used by all 'falnily members or' ar^^~ 
certain rooms and pieces of fumifure off limits for 
some members? The feeling about tb'e use qf the 
home can give the' counselor some indication of 
family interactions and rules. , ' 

Several questions that coynselors'arq fre*?iuently 
aske(i by home* visitors^ are: SkoUld we Accept 
anything te eaf Or drink, and, if the television is- 
on, •should we ask the fami^ to .turn it off during 
our visit? Some counselors feel ^hat accepting 
something to eat or dnnk depends on .the rea'^on 
*the offer was mucfe. If it is a manipulative move, 
the v^itor should probably nof ^ft:ony involved in 
the . manipulation, ^If it 4s a wa>L'Qf life''f<ir the, 
family, go ahead and enjoy the refreshments With 
the family.. Some 'counscloTs also feel that- the - 
deasion about -the television 'should be a family 
diecisrop since the counselor is, a guest in their 
home. Others feel that the' family would respond 
positively if the homv visitor's request for less 
dislraeti6n^is^ stated in an unthreatening manner.. 
For example, Pie or she cOuld say, am sorry, but 
It IS (iifficuW for me to hear what^you are saying 
whjle the television i^on. I W4ant to make sure that 
I understand whaj^ you are telling me.^WouM you 
n^a tWDimg thyiaelevisioaoff for^while'^V People 
Usually appreciate hearing tha^ you want to hear 
and^ uiiderstand and respond by Aeilitatin^ -the 
process, if possible. Witl^.spme families/ the visit 
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will need tq be scl^uled for some time other than 
¥ dt^ng the*family's favorite television program or 
soap o^era/ Surely 'the counselor can.be flexible ' 
about ^his ,if it is important to the family. A 
favorite program can be important- to people, even 
to the home visitor. 

One caution about the time ptnod for social-- 
ization-if the home counselor spe;jids too much 
♦ time socializing, the family may think that he or 
she doe5 not view the problerrf in the same light as 
does the family. Timing is of vitjal concern for the 
home visitor and for the family: 

* When ^ the counselor has detemiined the perti- " 
nent topic for discussion, she or he should give full 
attention to that discussion through direct, pur- 

» poseful listening. The counselor'should accept the 
attitudes and statements of the fan^ilyTftembers as 
fac-t at this point > don't try to talk them out of 
their feelings. This -could turn into a reason for the 
family to turn off the counselor. Trust and a good « 
/elationship hiust be established first. For example? 
if the mother should tell the home visitor that she 
feels inadequate, the home visitor should ilot reply 

. that tfle mother is not inadeq-uate; S^jch a response 
can comp25tely_close off th^t commuRication and 
at tbe sanuT'time. establish the counseloYas i person • 
with little ability to get in touch wi4h feelings. 

^ ^4le-^}j thk: home counselor (hiring, the visit. The 
r<?le of ihe counselor dunng the +iome visit can 
include being a catalyst and a dynamic force to 
keep verbalizations flowing, acting to ^reduce 
^^xicty*. cmt>arrassment, anger an'd suspicion; and- 
offenng support and encouraging all -family mem^ 
hers to participate in the discussion .(Kadushin. ^ 
1973), The fole of the counselor also ^includes ^ 
being an awarcobserver cff family interactions and 
conflicts and r^ognizmg different levels of moti- 

* vation for participation in the*.home program. 
Helping family members' identify the probletns to 

- . be worked through and assisting the family in 
separating those problems into vyorkable pieces 4re 
* also important counseling functions. • * ' 

Parents of deaf-blind children frequently ask' the 
'home counselor to heJp- them' set. limits for, 
management 'of behavior and discipline for their 
child fKelly. 1^66). As the tbu'ns^lor takes on this^ 
role^.demonstrdtioa by^ working directly with the 

* deaf-blind • cJiild is ' offen the most effective 
"Approach. ^If the discipline is focused^on the bath, 
for instance, the home, counselor should go to th4 

•bathroom with mother and child 4nd giv^ the child 
\ 'a buth^tuj^her vMth the mother Again, it tMc be- 
' Ifavjor cduslnii com cm wjili (iis^if)hnL* occi^irs ^liile 
mother and child arc ehga^-d in spcKific gross 



motor activitirt,'the counselor should^get down on- 
the floor with'mother child and go through the 
exercise program with them. This car hold tfuefor 
any activity. We should work with the mothec and 
ehil(d y the family in the setting where the 
frustrations or troubles occur and demonstrate^ a* 
con sistent approach to the'child. We should speak- 
to the child in a natural but firm tone of voice and 
to How through on, the task to its conclusion.'. 
Rewarding the child^for having completed the task 
with rewards that are meaningful and Effective for 
this child is a necessary finish. Behavior modifica- 
tioi^,^nd learning tfieory concepts can. be helpful . 
tools for the home educatqr or Counselor while 
functioning in the home setting.. ^ 

Another role pf the home courTSelor is that of a 
link with tiie community resources nee^^ed" by the 
famJy. We may help the family compile ^ personal 
directory of local assistance including doctors, 
police, firemen, school programs, parent groups, 
recreation fjcihties, 'local club groups, sources for 
transportation, church groups, city councils, healtir 
and welfare facilities-anything within the com- 

* munity that could add another dimension of living 
for this family. 

7TaTcing a social fiistdey ore^cti/arniilr^BTrrtjeri^ 
another function of the home counselor. Develop-^ 
ing-ihe psychosocial^tory involves a process of* 
observing, clarifying, and recording information 
which can lead to better understaoding of the 
indiyi^ual or the family. This {!fro%e§s assists 'io' 
identifying areas of ^dysfunction in the, family and 

* helps guide treatment of tha( dysfunction appro- 

* priately..The family history can be obtafned^ over 
several home visits- and serves as baseline data to 
measure change- 'and grpwtli of family members. 
The history cati also- be usecf to review the goals of 

-'^ thcxounseloTtociptermmc whether theymeed to be 

• adjusted or changexl. Coals arid treatment pliil ire 
discussed' vyith tjie family and agreeti upon by each 
person involved in establishi/ig* a contract so that 

. working together is purpos^l and cooperative 
\vhenever poss^^ible ' ' . J , '* 
' fainilies Have strengths as well as problems, 
tlomt^ cownseTorg take on (he role of reinforcing 
and supporting the strengths that are observed. At 
the end of the home visit; Veview what tias'-been 

. discussed Uuring the entire visit anjl als6 gommeht,* 
specifically^ on the far/iily strengths.- This helps to 
provide' for good closure for the interview apd'end 
the vi^t on poikivernQte.* Positive cornments 

. afbout adequate functioning and strengths* cad- Jfelp, 

I mobilize these strotig- points fpr the family to use 
\ntir the' next visit. • ♦ - 
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As*" the home counselor j;)repares to leave- the 

. home'^ she. or he should sumrrTarize the major areas 

of (liscusshb>n or activitiei* that occurred, reiterate 

the areas of responsibility agreed upon by • all 

famfly ipembers. and cstablii^h the appointment 

L ' time for ihe next home visit 

% . \ . ; 

" Recording the Visit 

Home visits are really not cornpleted until the 
' records required by the" coxinselor's sponsoring 
agency are completed and delivered to that agency. 
Most agencies that use home counselors effectively 
" ^ request a social, history on each 'Family visited. 
Latdr home contacts are usually reported in sum- 
mary form at least every six ;iionths. • ^ 

In general a social history includes information 
about where the family lives, names and dates'of 
birth ^ of * each family member; and age,'\ ethnic 
backgrounds place of birth, occupation, and edu- 
* cational level of each individual member. Informa- 
^ ^ tion is also gathered regarding medical,. social, and 
\' psycholo^cal aspects of each -member of 'the 
' family unit.^ This infOrtna|ion is especially impor- 
tant in determiniRg the level of funct-3on for the 
de:af-bIiod child. AssessmenJ and evaluation of 'th^ 
information is the'n«xt step in the social"history- 

• Tlie la^i step k> se tTijtr^horr-iind totrgnerm -goals • 

and developing treatment plans for the deaf-blind 
. chM and the family. Ongoing rCevaluation of these- 
g^Wftat have been set is an essential exercise fOr^ 
tnWiome counselor, nothing remain!^ static^'^jen* 
V- the home visitor is working with people and with 
humaa behavior. 

/ * Summary 

l4ome visitation, as a' mode of intervention, was 
' v^forded much attention and importance by the* 
;/r c^ly' family ^nd child service agencies in A^merjca. « 
J ' When the social work 'profession began, the home 
•visit was the modus operandi of every worker, Th.^ 
status of, thp outreach technique lost ground fOr 
awhile under the jmpact of psychoanalysis and the 
focus on the indryidual. Withlri the la^t few years, 
heavy empnasis is again being placexi.t)n home visift 
as ^ viable means of providing family and child 
'care. Outreach and home visits are rtot only used to 
fill gaps in assisliance to families but they are alsO' 
J .now^.being viewed as extremely valuable Tn obtain- 
*^ ^ ing dia/nostic informatiop about children and the 
functioning of the totifi family, Treatm&rit carf be 
earned out in the' home way of follow-up c^ve 
^/'qt on-jlie-spot child mMageme^t co^chir^, and 
' rural families^ or families with financial and tra^s- , 
portation problerns can reached and havp their 
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concerns attencle^d to on a, regular basis by fhe 
home visitor. \ 

^ Home visitation anV*oiitreach programs have 
been an important element of significant deaf-bhnd 
projects and effectively used as;' , 

1. An extension of an organized urban deaf- 
blind program into rural areas where families 
of. these children can recei\ne specialized 
instruction that is cphsistent and ongoing in 
manner. 

2. Planned follqw-up for diagnosis ania evalua- 
tion procedures done in major 'ine^ical and 
educational cente^. , ' ^ 

3; A continuing supportive counseling modality 
to facilitate family unity and cohesJveness and 
to enhance coping abilities within the family. 

4. An invaluable c^iagnpstic and treatment com- 
ponent of the total program forthe^eaf-blind 
child when few local services are^available. 

§, A coachifig device or model for discipHne and 

, child management of th? deaf-blind child and 
other family members as necessary, 

6, A means of nre'et^ing the family's educational 
needs for the deaf-blinc[ child by educational 

ait#^ocational4eam members.' 

1, A means of ^ meeting the family's informa- 
tional needs regarding use of community 
resoiJ^s for additional services, 

Q^her advantages^- of home visitation programs 
result from the f^ct that during a home ^isit, the 
counselor is on family's liome ground a'nd the 
situation can often be less' tl^&atening' to the 
family than* that t>£ a* more forma^clin'ic or office 
appointment. Also*; the counselor is better able to 
observe the family's customaiy or natural behavior. 
Knowledge of fami ly int eractions helps evaluate 
and assess family strengths and weaknesses and 
allows us to irrtervene or toi give suppc^^t for 
working on these problems in the setting in which 
the .family -must Qperate?»Home visits can also givei 

,us new insights into hidden agendas or family 
secrete (e.g., an alcoholic family member or 
another retarded t:hild)^that njay be' impeding 
problem-solving. 

liome visits often derriancf intensive involvement 
by the home victor in afl^amily experiences. We 
frequently are-asked to share in crises surrounding 
members other than tfTe .deaf-blind .child (e.g., 

. funerals, 'jail detentivns, dc^ig problems, unwed 
pregnant teenagers, rape^ child^ibuse, and sus- 
pected incest) These experiences call f5r maturity, 
stabihty, personal strength, a^nd commitment on 

. tJie parT of the Ivome counselor i - ' / 
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School programs for deaf-blind children have 
existed in the United States for over a century. 
However, until recentjy, there were Qply a limited 
number of programs, and the students enrolled an 
them were usually high functioning and capable of 
leading a semi-iridepertdent life upon graduation.. 
The establishment of Regional Centers for Services 
t<f Deaf-Blirfd Children changed the deaf-blind 
education picture in^ radical manner. Through one 
act of Congress an entire area of human services 
moved forward several giant steps. 

The types of programs required Ito meet the 
needs of the broad range of abilities of the 
de^f-bfind population, go far bey-ond the traditional 
programs, of the past. Parent training and counsel- 
ing, respite care, infarct education, summer pro- 
grams, every kind of classroom setting imaginable 
froro'the most coiis^rvative to the most experimen- 
tal, therapeutic 3rograms, and tutorial-companion 
arraiigements are a few of the programs 'that* go^ 
together to* provide comprehensive educational 
servl<^' to deaf-blind children. The regional centers 
have been able, to bring together publu: and private 
agencies and to utilize. -the jexpertise of each group 
,to plan progri^ms, thereby aVoiding>the duplication 
of effort and the competition for. clients whij:h 
sometimes result when several ^oups concentrate 
on one population. The ^owth of educational 
programs actually servicing^ftaf-blind chlWren has 
been phenomeoial. The regional center concept 
must be hahed as the success of the seventies. 

W brieT survey of some of the schabi programs'iti 
operation throughput the nation shows the differ- 
ent direcjj^jw^deaf-bhnd educa-tioh has takqi in the 
various regions. The influence of traditioriand the 
philosophies of the regional centef staffs may have 



been the factors Responsible for tfte -^divergent 
patterns.* 

In the Northeast there has been' a marked 
increase ,in programs operated by small agencies 
rather than having all the studfnts attend one or 
two large programs as in the past. This h^s Ted to' 
greater flexibility, a wi^l^r variety of program^, and' 
more diversified staffing patte"nTs, Howev«r, public 
school classy for deaf-blind children are virtually 
nonexistent.^ ^ 

In the Southeast the opposite is true. Many 
pro^msf^re offered in ,pu61ic^sghool classes fdj 
deaf-blind children. Some of these^ handicapped 
children have been integrated into regular school 
classed' and are either on their; own or are with a 
tutor-companion. Residential prograf^s. In the* 
Southeast have been developed in state scho6k for 
the retarded, schools for the deaf, and schoojs for 
the blind^ki the main tltes^ programs are spon- 
sored by state agencies rather than by. private 
sch^ls. ^ i ' I ' ^ 

tli fthe central regions of the coun^ there is a 
combination pf both public and private program- 
ming' A few residential school§ offer traditional 
programs. Numerous, attempts have been made to 
develop strong public day programs or cooperative 
programs involving both the public and privite 
Sectors. 

. The western sections of the country sponsor 
many different kinds of program's. The, north- 
western region )has mostly Structured programs 
based on behavior modification ^ techniques, 
whereas the southwestern region appears to have 
more humanistic and experiential programs. The 
Indian population and the fergc numbers of 
Spanish-American^ in 'the western' and south- 
western sections add to the challenge of> providing 
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appropriate educational "opportunities., Teachers 
soon learn that what worked in Boston may not be 
the treatment of choice in Los Lunas, New Mexico. 

An overview tenJs to show that, as yt)u head 
west access the country, the regional centers seem 
to change and t^cotne more mriovative in their 
approaches io educa^tion, This impressron, deve> 
oped over ^ period of four years, is a strong one. 
The East 'Coast programii. with some notable 
exceptions, ''are traditional school programs aad 
.appear to be'imorc expensive pef stodiint than 
those in most^ of ihc^rest of the' country. Tradr- 
tional programs- ^rc still in existence on the 
•West Coast, as they argrMnTthe Midwest and 
Southwest, but they b^eaK awQ^£rom tradition 
and^e more experimental Ihanl^se evident in 
TS?^ast. Perhaps the pionoer spirit still lives in the 
people who* chart new directions through the 
regional center offices in Denver, Dallas, Sacif- 
mento. and Seattle. ♦ < 

Residential Schools . 

In the begirffnng there was the residential school. 
Yhe beginning, of bourse, Wds the 1800$, and the 
residential school has changed* a _bit^ since .Those 
*days. The residential school iSyStill, to man;^;the 
'only ^appropriate fjace to edufate deaf-blind chil- 
*dren.* It still probabJy^ the oqly appropriate 
educational placement for some deaf-hlind ohil- 
dre;i. Residential schools can guarantee individual 
attention, consistency, a total educational pro- 
gram, Custodial cafe, good facilities, and a record 

«prQ3Aen success with a^ number of children. ^ 
ooL progr^rps/in residentiat sdrobtssare expen- 
to operate because maintenance costs^and 
^ overhead are add^d to educational charge^ such aS*^ 
materials; book^, and feachers' salaries. Man>^*' 
privatfe^ residential schools absorb paif of the#osts 
throu^^' private contributions or i|t^me |front 
investments. State-oper^ated residential Schools can- 
not >ely on sdch funds 'mid find it difficult to oarry 
dut the com^ejhensivje programs possible in a. 
. private setting. The residential programs for deaf- 
'blind children can point proudl^^ to a number c^f 
succ^^s. Except "for people like'j<feleft Kelier and 
Jtobe^ Smithdas, very few^ot^ the deaf-bhnd 
graduate from college, ^t many griKluates of 
residential sc,hools have achieved a large measifre of 
indeppdence. and are abje to communicate with 
otheVi:in a meaningful fasliion. Sometimes it is 
easy & be critical of residential pirograAs for 
'deaM^d children, "but they do cdnstitpe tbe^ 
largest repository of. knowledge in exisfence todiy 
'alK)\it the growth -and. deyelopnient of children 
. %ith visual and auditory deficits. * 

' . : \ 4 



School Objectives 

The oBjeetives^oT the residential school are the , 
same as those ofany educational program, except 

' that they 'Operate within the ftpdefifs total life 
e)!cperience. Developing each student's full poten- 
tial,^pplies not gnly to the cljassroonv but also to 
th^i^aj^ound and torthe cpttage or dormitory 
whei^ the studem eats, sleeps, and relates to , 
others. Each objective, \yhether related to self-helR 
skills, communication, recreation, or vacation, 
gjdws broader in scop^ in^ a; residential setting. If 
handled correctly the individual student's educa-> 
tional goals become the aim pf suCh people a^he 
teacher, child-care worker, ai3e to the house parent, 
cook, vdlunteer. Com^anioit, arid of every other 
member of the stkff concerned with the child. 
Education^ objectives are, qr should be, the basi^ 
for the student's total* daily schedule. Living in the 
residential school is, in effect,, like living in a 

> terrerium with' the whole envirOilmant designed for 
optimum growth and protected. from outside influ- 

, ■ ences, except jfbr those cho^n*|or enrichmen't.' 

One o^thelbeijefits often enjoyed by the staff in 

• a pri>ate resi^eyitial ptogramr is the a»isistancd of' 
consuTtants whah'elp detenpine the program objec- 
tives.. The direct staff me n^bers* usually know the 

^ children's imuiediate npefis, but ^y are not ^ 
always aware of the .broader educational possi- 

^pties 'that are precipitated by the Pressures of - 
society and the economy and that are affected t)y^ 
advances jn special education and technology. The 
state schools md the* well-endowed private ' 
schools must rely on thb- collective; knowledge of 
the few 'profes^onals on ifteir staffs, which can be a ^ ' 
dis^^ntage^hen establishing goals and objectives, 

•School Facilities. ^ . . ^ * 

, 4\No''dou&t'^T3te pi^v^ resident|ij:^cho0ts havef' 
' excellent facilities that "«fe of greaV^ralue in the 
education of certain deaf-blind chitcfren. But some 
private residential schools and most state school^" 
iT^ve facilities which are inappropriate settings jn 
which to attetiipt the education of children "With / 
severe sensory deficits. Many such scho<5ls were^ 
designed for children who have a fingle impair- 
ment, wfiether visual ^r" aqditory, while^ others 
^were meant to be Jotig-terni custodial settlings for 
retarded persons. Sonfte are hospital,s^ rather than 
schools-others are nothing more Man -a, series of 
boxlike classro^s attached to of jnfi|^r a ddrmttpcy 

* . oi- ward in w^h -tht^tudents eif Sn^UsJeep. A 
thtimber of schdjls atejife designed to-diallenge the 

orientation skills of a parson withjbrmal vision^ 
1 ^nd hearing. These schools need so^ifeone to lead 



fhe children from activity to activity and offer 
limited opportunity to develop independent mobil- 
ity skUU. • 

A vast difference exists in facilities, even in 
those schools designed specifically foV deaf-blind 
^ children. Iti one school the children live in coMges 
which originally housed blind children but go to 
class in an esthetically pleasing building-pleasing, 
that is, if you can see it! In another school the 
^ classrooms . and living facilities are in tbe sam^ 
building, and the child has no need to leave the 
building during the course t)f a normal day. This 
insulation front the outside world detracts from 
the Convenience value of going directly from bed 
to book. It is really just as unstimulating. never to 
leave the building as it is fo be dragged physically 
from one building to another. Life is just not like 
•that and, as hesitant as one may be in actually 
defining universal ^educational goals, Jhe act of 
living a near normal life is certainly one of them. 

In visiting facilities one looks for evidence of the , 
effect that the curriculum or educational objectivtjs 
has had on^the building specifications. But one 
never really finds it. Either all programs afe exactly 
the same and differ little from traditional school 
programs, i.e., every school must have classrooms 
. ajd a gymnasium, or the 'builders were not 
informed of differences in curriculum. Whatever 
-the reason, there is no apparent advantage in 
having an expensive facility rather than an old 
^ohverted stable or guest house, P'ew facilities seem 
to be particularly appropriate to the needs of 
low-functioning deaf-blind children, and the, more 
elaborate facilities appear to be less than efficient 
learning environments for children with multiple 
needs, ^ \^ - \ 

One thing seems clear. Educators and adminis- * 
trators faced \with ti^mendous pressures have 
dohe their best to convert old buildings, build new 
ones, an d^ use every ipch of space in creative ways. 
However, they have not been tremendausly success- 
ful, which can be traced to the fact^ that the 
. population with which they are dealing is more 
than atypical-it is unique. The qhifdren's deficits 
and abilities are difficult to assess, and the prescrip- 
tion of suitable educational programs is a task that 
we are still learning. 
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School Population , 

The deaf-blind students who attijnd residential/ 
schools constitute a representative sample of th 
total deaf-blind population Tlie higher-functionin; 
child is more likely to be found in a private, schooll 
rather than in a state hospital, but both types c(f 
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facility have their share of thejp children. Ouite 
naturally, all schools covqt the bri^iter child 
because he or she shows evidence of progress and 
communicates naturally with .others. The hjgh- 
functioning child usually ppssesses normal intelli- 
. gence and has an auditory-visual impairment. This 
child 'may have no .other disability. Such children 
constituted most of the d^?af-blind school popula- 
tion prior to the impact of the cubella epidemic, ^ 
All programs have large numbers of the mi'ddle- 
level child who needs much individual attention, 
but 'who can be expected to achieve a limited 
degree of independence. The child who functions 
at this level has some intellectual retardation but is 
able to d)|velop relationships with others and has a 
need to communicate. Such a child may event^Uy 
function quite well in a sheltered workshop and 
live in a group home. 

The lower-functioning or multihandic^pped 
deaf-blind children will most often be found in 
state hospital programs or in residential schools 
operated by social service agencies. These children 
have such 'complex needs that a medical as well as 
an educational prograji m^ist be carefully planned 
and carried' out if they are to attain any significant 
progress. 

*A fact that must, be emphasized is that each 
residential program^ no matter how modest,^ pre-, , 
sentfy Jjerves'^ wide variety of deaf-blind children^. 
This increases the difficulties encountered in pro- 
viding an optimum program for each child. If -there 

* are 40 children in the "^school, there should be 40 
separate programs with teachers able to work with 
varying levels of ability and^facilrties and materials 
for these teachers to use in many ways. • 

Some atterhpts have been made in different 
p^ts of the countfy to place children with similar 
levels of functioning in the same program. Through 

A tjie coordinating efforts of the regional centers, this 
has be^n accomplished with some degree of sue-, 
cess. From an educational and economic stand- 
point, kh\s type of program might be of ^eat 
benefit to residential programs. 

Methods and Materials - ' . 

The method^ used in residential schools depend 
upon several things. Jf the school is^a large private 
or'state school for the deaf and/or blind, there will 
be a conservative or orthodox influeifbe; operating 
throughout the curriculum. The teachers in these 
schools-" usually 'have formal training in special 
education, and some wilf be highly skilled profes- 
sionals who have been prepared to work with 
children who have numerous senspry deficits. Most 
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of such schools have teachers of the dmf on their 
staff, and the influence of deaf educ2<^||i is mucfi 
in evrdence. Until fairly recently the emphasis was 
on oral communication, but the/total commi^nica- . 
tion movement ^of .the past few years has even 
Picnetrated the walls of schools in theiSIortheast. 
The language curriculum develppedi -at the ^hode 
Island School for the Deaf (497 1 ) has replaced 1he 
mor^e traditional charts and lists in many, schools, 
and' transformational grammar ha^ become the 
password which separates the sophisticate from the 
initiate. , 

Life acuities have assumeJfa new .^empha^is in 
private school programs. College or further school- 
ing no longer seems to be the goal for each student, 
and independent living and vocational skills h^ive 
taken the lead. Students do grocery shopping for 
stayff members, do faculty laundry, and perform a 
number of chores which are related to everyday 
life and personal competence. 

in the classrooms teachers use methods and 
materials designed to remediate perceptual deficits. 
MQ5t school matenals are taken directly from or 
ar?^adaptations of commercial items produced for " 
students with learning disabilities, or minimal brain 
dysfunction, or whatever the popular term is in 
that particular region of the country. Teachers 
have commented that these materials seesp to be 
"^quite successful with higli-functiohing deaf-blind 
children who manifest signs of central* nervous 
system involvement. 

The large state and private prograjns are able to 
operate with a pupil-teacher ratio oi' 2 to 1 on 1 to 
I. This makes individual attention and body 
contact a reality. In^ addition, there are of^en 
ancillary personnel, such as physical therapists, 
occupational therapists, speech therapists, psychol- 
ogists, researchers, consulting teachers, consulting 
physicians, and volunteers, all of whom copibime to 
' make the private residential program not only very 
expensive but also very appealing to parents and 
other observers. Naturally, all parents would like^ 
their child to have these advantages. The aura of all 
these professionals tends to provide large state and 
private residential program^j with a halo that tends 
' to obscure some of the values to be found in the 
''poor relation** state dr smaller private programs. 

State hospital or state-supported residential pro- 
grams for lowi^r-functjoning children are usually' 
just one part of a large complex serving other 
special needs. Working conditions are far from 
glamorous, the hburs*ar-e longer than regular school 
programs, and the salaries Ve lower than in large 
private programs or state schoMs for the deaf or 

• 13 



blind. In 3tate. hospitals there may be no separate 
teaching area, and the' professional staff maybe 
resented because The routine is disrupted, oAusing^ 
more woilc by jtuming passive, jionambulatory 

^patients into wandering, curious children. In maRj? 
cases hyperactive deaf-blind children have been 
kept in bed through the use of restraints or -have 
spent their days in cages placed over the bed or 

crib. The deaf-Blind educational program takes 
these children out of fted and teaches them to 
walk, to eat, and to toilet On schedule, if possible. It 
also, attempts to awaken In them a need to reach 
out and acknowledge tUe presencp of another 
person so that Jftme basis for communication can 
be developed, ^any of the children in these 
programs are physically handicapped from being in 
bed for years,^ so physical therapy assi^mes a 
paramount role in the educational plan. Because 
physical therapists are in such short supply in state 
hospitals, most educational staff members, whether 
teacher or aide, eventually function in a therapy 
role. They may consult with a therapist, or they 
may read and venture out on their 'own in^ an 
attempt to provide some help to the children who 
have such great need- .The ideal hospital school 
program appears^ to be therapist oriented-a team 
composed of speech, physical, and occupational 
therapists with or withouj^a' teacher coordinator 
but always .with several aides to work directly with 
the children. This interdisciplinary ^ approach 
pushes back the professional boundaries which 
serve as obstacles to education and seem to make 
everyone involveS either a teacher-therapist or a 
therapist-teacher (M^rshon,. 1 973). 

Materials us^, in these programs include* physi- 

- cal therapy itfecgis such as weights, pulleys, and 
bars. Weightedfjishes, specially designed cutlery, 
standing tables, and other devices are used to help 
the <:hild achieve some small measure of indepen- 
dence, Maivy items are tnade by the staff or are 
contributed by charitable groups. Little money is 
available to purchase materials, so the creativity of 
the staff is challenged- The staff may*be motivated 
to experiment and try innovative Solutions to old 
problems. , ' 

The two glaring inadequacies in such programs 
are the lack of experienced personnel with whom 
to consult and the>ack of time to compile data and 
evaluate results. All energy goes into direct service, 
and the teacher-pupil ratio can be as high as 5 to h 
Mhough deaf-blind children are very '^complex, 
the teaching staff in public schools often has more 
than twice the load af the teaching staff in large 
private or state schools for the deaf or blind. 
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'^uipmary 

Observations of private and state-supported resi- 
derrtial programs lead tp tjie conclusion that the 
well-endowed private- schools and the state schools*^ 
for the 4^f-blind appear to nave good programs. 
These programs are somew)iat traditional in nature 
but have ad6pted newer methods in recqiit years 
•and seem to be deemp^hasizing acaderrfts^^bjects as 
their student population changes. 

^ State hospitals, on the other hand, while under- 
staffed and inadequately supported, seem to have 
moved away from the teacher-class concept and 
have embfraced the idea of the therapeutic team, 
with the collective expertise of tbe group determin- 
ing the educational plan, ^perienced supervisors 
and moce adequate fundihg^ould add to the value • 
of^ suth attempts tc^ meet the needs of the 
lower-functioning deaf-bhnd child. 

The /population of residential schools, whether' 
state 6p*privateVppt^ars to be fairly homogeneous. 
Private schools Viay tend to screen out really 
low-functioning cMdren, leaving the state hospital 
programs^ to cop^with those children with the 
most complex needs. * ' 

Educa^tion of deaf-blind children in* private 
* residential, schools must be examined in light of- 
cost as the Condition of the^ economy begins to 
affect education at all levels. Staff diversification 
and the elupnination 6f costly overhead items are 
two ways that state schools have responded to the 
need to provide less expensive programs. If residen- ^ 
tial programs afe to continue into the twenty-first 
century, they must move' toward cost-and-result 
accountability. 

Day Programs 

Day programs for deaf-blind children differ 
significantly from residential school progranis. 
These differences are far grater than the simple 
fact that in one type of school the children are 
there 24 hours a day, while in the other program 
they come and go from' the school on a daily basis. ^ 
Day programs, also differ significantly from each 
other because of a wide variety of» educational 
approaches, staffing patterns, and physical facili- 
ties. In most cases they were initiated in response 
to intense need, with the encouragement an'd 
support of the regional centers and with no 
established precedents to follow. 

Public as well as private day programs exist for 
deaf-blind children in most areas of the country. 
Ilie trend is toward the provision of school services 
in public school buildings, except in New England, 
where the private school tradition still dominates 



in all areas of Education. All of the programs, 
whether private or public, share an air of 'excite- 
nient which is missing in much ojF education. They 
have no history, so they dare to try new ways ta 
help deaf-blind children develop and communicate. 
^ Many of the private and sta,te residential pro- 
grams have" a day" component.* Children from the* ^ 
immediate area are transported to the school either 
by their parents or a publicly supported bus ' 
service. These children sAtend for the academic day 
only and do' not participa^ in any nonschool • 
or residential activities. Their in-school program 
follows the same guidelines established for those 
students who live at tbe school. The only way in . 
which they differ from residential students is in the 
increased amount of parental communication made 
possible by physical pro.ximity. These children are 
not considered in tHe following discussion of day 
programs. 

Private Day School Programs 

Most p.rivate day school programs are operated 
by universities or social service agencies such as 
Faster Seal, United Cerebral Palsy, and associations 
for deaf or blfnd persons. They are similar in' that 
they (1) operate on limited budgets with funding 
through private contributions; (2) do not have to 
follow state certification regubtions for teachers;* 
and (3) have been forced to develop innovative 
^ staffing patterns. They are also similar itt their 
ever-present need* for money to continue service at 
a quahty level, because it is difficult to recruit ; 
professional staff .members when salary and job 
securfty are not competitive with publicly sup-* 
ported programs. The regional cdnters, through 
their financial support* of oiit^tandjuig private day ^ 
school programs, have done much in "assisting 
private agencies feiwttract and to keep a competent 
profes^onal staff. 

Philosophy arid objectives. Although they are 
becoming increasingly sophisticated,, most private 
day school programs for deaf-blind children began 
their operations as glorified day care centers. Their 
edpca'tional experiences, if any, had been^ with 
handicapped adults or N^ith children whose handi- 
caps were far less complex than the syndrome 
knowp as deaf-blindness. Because their philosophy 
was one of service, they attempted to do* what they 
could but foDrid that actual developmental needs 
could be met only if they changed 'over to a full . 
educational program. Those programs, which began 
as day respite care, grevV into fully functioning 
schools. They have not, however, lost their medical 
or therapeutic orientation and have, in most cases, 
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combined their medicine and education to form a 
new kind of school .which emphasizes diagnosis, 
prescription, and clinical teaching carried out by a 
team. The teacher figure has lost its dominance, 
and the collective knowledge of the team sets 
objectives ai]d evaluates progress. Careful records 
are,, kept,, and it is possible ,to measure movement 
towards the attainment of long- and short-term 
objectives. 

. Many such programs are behaviorally oriented, 
,and the staff receives training in behavior modifica- 
tion techniques. Schedules are rnaintained, and 
staff fohferences are held to review data. Develop- 
ntental scales are studied, and charts are kept for 
each child. Parents are given instructions in pro- 
cedures to be^.foUowed at home and are often 
required to part\pipate in the schoql program a set 
number of hou^s^p^r w^ek. Such day school 
prograrps attack education afri science and attempt 
to meet each child's ne^dsjfrom this base. 

Other private day school programs that operate 
from a humanistic frame of Reference are available. 
Their philosophy is one of ac^p^tance a{id hope. 
They believe that each child ha^ potential. They 
^ittempt to surround the children with a warm and 
beckoning environment, counting on Ibve, atten- 
tion, and teaching skill to open the child toothers 
and to awaken a need in people to ent^;.the 
closed world of the deaf-bhnd. ^ 

Both types of programs share the same object 
tives. They are designed to (1 > provide an environ- 
ment that will move the child from self-stimulation 
to an interest in the Vorld; (2) help the child 
develop the skills needed to participate in everyday 
activities; and (3) encourage the development of 
each child's potential to be a happy, functioning 
member of society. In short, the day school takes 
the '*other" child and helps him or her become one 
of us. All pf education seems to have this aim* but 
deaf-bhnd education has farther to go to reach the 
target. 

Facilities. Priyate day school fa^ities housin'g 
programs for deaf-blind children range from the 
really iiftf^ressive to the seemingly impossible. Few 
private day classes are conducted in* buildings 
designed to serve this population. A private home, 
a remodeled stable, a classroom in a mental health 
' center, a church basement, a converted garage, or 
any available space has been pressed into service in * 
an effort to respond to the crisis situation resulting^ 
from the rubella epidemic. The positive effect of 
this hakjbeen an exploration of new and more 
creative ways to program education f6r maltihandi- 
capped children vi^itnout constructing model build* ' 



ings for them. The negative^ aspect is one common 
to the whole field oL education: the physical 
facilities rather than 'children's needs far too 
often dictate the education program. The perennial 
excuse, ''We can't do it in thi$^building^," is not 
peculiar to deaf-blind education, but it has been 
accepted too willingly by some private day schools. 

Sufficient Winding will never be available to 
build new and ideal buildings to house all the 
programs for deaf-blind children. If given all of the 
unused private school space and all of the aban- 
doned industrial areas in this country, federal 
funding could be used to er(courage architects and 
interior design specialists to develpp innovative and 
inexpensive ways to convert such facilities into 
educationally appropriate learning/environments 
for children with multiple special needs. The 
regional coordinators would certainly be valuable 
memtfers of any national commission established 
by the Department of Health, Education, and 
Welfa^je to explore' such possibilities. All this leads 
to a most important conclusion: most private and 
public day school facilities for the deaf-blind are at 
best inadequate ^or the type of children using 
them. Teachers wage unending battles to adapt the 
school building to allow the children's programs to 
fit within the four walls. Added to the stress and 
tension of working with childrenr^vl^se needs 
require attention is the anxiety of cpping with dirt, 
laking paint, broken toilets, r\<A ertaugh room, no 
*«tbrage space, poor acoustics, and the greatest 
probtem of all^ no money to purchase change of 
any kin^ 

The fac^ >tbat private programs continue at all is 
a tribute to those who work to repair facilities, 
paint murals, beg^materials from local concerns, 
and hope for miracles ift the future. Much has been 
done* by parents, volunteers from the community, 
and school staff members to upgrade and maintain 
facilities used by private day 'programs for deaf- 
blind children. The problems will remain, however, 
so Jong as money for constnictioh and conversion 
must be raised pHvately. 

Population. The children who attend private day 
school progca^s for deaf-blind children seem to 
represent a crbss section of the deaf-blind popula- 
tiorf. Spme if the differences that do exist are 
attributable AO geography and tradition. In areas 
wjjere transportation is '^a difficulty, the more 
seriously nandicapped children tend 'to be in 
residential programs. Where the task of , getting to' 
class evety day is. not an issue, the classes represent 
the full range of deaf-blind educatiqnal needs. 
Rhode Island's Meeting Street School is an exam- 
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pie of $ private day program serving an entire state. 
Other programs serve only those children >n con- 
tiguous areas who are able to live at home. / 

In regions wh^e ^public school clas$^^s are not 
available, diid this is particularly jfue in the 
Northeast, private day programs atj^mpt to meet 
the needs of all deaf-blind children^ who cannot be* 
admitted to residential schools i^tate hospitals or 
whose parents desire "to have Jmeir child at hc«ne 
rather than separated from th/family. Nonambula- 
tory or seriously d^bled children are not exclude'd • 
from most private programs. The one condition for 
acceptance appears to be the availability of room 
for one more and the promise of support from the 
regional center. j • 

Staff, methods, and .jmaterials. Facilities and 
curricula dictate to/a certain extent the^nvay in 

' which teachers approach the deaf-blind child in 
private prograrns. The major influence, however, is 
Jhe background of the teacher. Private day school 
programs tend to be eclectic in their approach 
because they Jrecruit^ a staff with varying back- 
grounds. Tra<fitionally trained teachers seem' to be 
in the minority for many reasons. Private day 
programs often find it impossible to offer com^ti' 
tive salaries and fringe benefits. These programs 
demand greater flexibihty from the staff, and they 
often operate year found. The school t6acher who 
thinks in terms of ^quiet classroom, a nine-month 
school year, and collective bargaining h^s not been 
attracted. to the private programs. Consequently, 

, private day school faculties have a' number of 
members whose backgrcfund is neither regular 
education nor special education. Engirteers, Peace 
Corps veterans, nurses, therapists, drop-out stu- 
dents, psychology majors^ and m^ny more have 
contributed to the growth and development of 
private programs for deaf-blind children* 

The methods used in the private day schools 
have often been trial and error, unorthodox per- 
toips, but very life-oriented. Not being familiai; 
with . the. ''shalt nots** of blind of deaf education, 
the private educators have ^ dared to look at each 
child as. one-of-a-kind and have sometimes accom- 
plished wonders by searching .out and ,trying^. 
anythina that seemed to wor4c. On the other 
hand m»y tried and true teehniques of special 
education woufd have entranced their ^efforts 
and helped . them to progress at a faster rate. 
Personal skills and daily livjng activities, methods 
of communicating witbhlimi, deaf, and deaf-blind 
persons, developmental and adaptive physical edu- 
cation methods, and technjques of working with 
children having central nervous system involvement 



are examples of 5>4ch special . educational areas, 
TTiese methods and techniques have been used 
enough to show their value in deaf-blind programs. 
Noneducators coming into the field can benefit 
greatly from conoentrated inservice training to give ' 
them a base from which to work. From|observa- 
tJbn it appears that the regional centers do attempt 
to conduct inservice programs to meet the needs of 
program personnel throughout the region. Regions 
in which such programs api^Sar most successful are 
those where the centers have sufficient support 
staff to jprovide continuous educational .advice.' 
Teachers With little formal training learn 'lo depend 
on a^ regular updating of material in their Teacher's 
Resource Notebook (Reilly, 1973) or information 
on techniques to modify beljavior such as ^n- 
tained in the newsletter from the Northwest 
Regional Center {Vibrations from the Northwest, 
1973). Workshops and printed materials are made 
available to private day school staff on ihe same 
basis as the publicly supported programs. 

Materials used in private day programs differ 
little from those found in other prop'ams. They are 
usually adaptations of pVeschool play equipment, 
games, and devices designed for perceptually handi- 
capped children and educatioijal materials found in 
programs for cerebral palsied or orthopedicaliy 
handicapped stu#ents. Elaborate amplification 
systems for hard of hearing or deaf children are' 
rarely*used in private day deaf-bliftd programs. The 
expense of such systems precludes their purchase 
' even though the staff is educationally sophisticated 
enough to* see a need for their use with some 
children.. Prebraille and brajlle materials are not 
used in these programs, partly because few. deaf- 
blind children appear to be candidates for braille 
teaching, bttt mainly because there are few staff 
members who can prepare children for braille or 
teach it if the need arises. Specialized educational 
techniques are not within the realm of most private 
day programs for deaf-blind children. These pro- 
grams do, however, meet many of the nedds of a 
populatiqn that would have been unserved were it 
not for the dedicated efforts of the private sector. 

Public Day ^ool Programs 

Rublic school programs for children having 
low-incidence handicap^ are not available in all 
parts of the United -States. Prior to the rubella 
epidemic, they did not even exist in certain areas 
of the nation. In the New England area, out of 
necessity, a few public school classes have been 
established for young deaf children, and the 
nwmber of public school programs for children 
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with visual handicaps has increased hiroughout the 
country* However, classes desigited to meet the 
needs bf •severely or profoundly handicapped -chil- 
dren are not yet generally accepted as the responsi- 
bility of public education. 

CaDfomia has made a strong attempt to provide 
public ^school classes fordeaf-bbnd children. Other 
states provide an isolated clsTSs oi twojor deaf- 
blind children, but little evidence of a commitment 
to the right of- every child to a public school 
education in his or her own community exists 
outside of California. A number of states has 
•goo*d reasons ' not to provide public school pro- 
grams, suph as the rural character of the state, the 
small number of identified deaf-btind chiFdren, the. 
prior existence of quality private programs, the 
scarcity of qualified teachers, and the high'^st of 
deaf-blind classes. The fact remains, however, that 
in most stated parents- ar^ denied the right to 
choo'se a public school program for their deaf-blind 
chilcf because no such class exists. In a number of 
states, ^one coi^d. argue fhat the civil rights of 
deaf-blind^ildren are denied. * % 

Attempts ^ar^-4ieing made by several of the 
regional' centers to^^kuith public schools to 
deaf-blind children. As mor^st^ respond to legal 
pressure to provide education"*H<x^very child 
jegardless of bis or her needs, we sh&ttt4^see an 
increase in public school ' programs for cl 
with severe special needs. For the moment, how- _ 
ever, we are waiting for response from' the public 
schools. 

The few public school classes that do exist differ 
greatly. Some are in separate special education 
centers, while ottjers are in'regular school buildings 
but do not function as part of the school. Some are 
neighborhood 'classes, 'while others draw children 
from other areas as part of a regional agreement. 
Most classes operate on a flexible schedule t-hat 
differs from the schedule of the rest of the school 
or school system. 

In those cases where hi|h-fui\ctioning deaf-Jblind 
children comprise the class, .it may be difficult to* 
find any difference between this group and pro- 
grams within the system serving deaf er visually 
handicapped ^children. The high-functioning child 
"passes"; she or he can be integrated, needs to 
communicate, reaches gut, and is childlike. The 
Mower-functiooing child is the one who presents.the 
public schools w^th. a problem. She or he is not a 
reader, a subtractor, or a participant. Instead, the 
schools find a. child who fieeds to learp^p dress, to 
eat, to walk,- to toilet, and who needs more than 



just a teacher and 'an aide to accomplish these 
thihgs. 

Some public school systems have responded 
readily to these needy children, while others have 
denied such children access to the public schools or 
have made a room and sympathy available but have 
.kept admission and empathy unavailable. Classes 
have been and are housed In some public school, 
buildings, but the programs are supported and 
supervised by either the regional center or a private 
agency. In these cases, the children never become 
•part of the school in ani^teal sense. 

Since public schools do not* yet, as a rule, 
provide an ideal prograrri for the so-called normal 
chil(f! it appears that the deaf-blind child's rights to 
a good public school program will be denied for a 
long time. The need for ancillary personnel, a small 
pupil-teacher ratio, construction changes in class- 
rooms, an exjtehded or shortened day, and a 
year-round program are but a few of the unusual 
demands that deaf-blind classes make upon the 
public education system. These, coupled with the 
realization that there is little chance of a deaf-blind 
child becoming chairman of the board and that 
many of them wilLnot even learn to read or write, 
present the average school board with a dilemma. 
Achievement tests and college board scores are the • 
"stuff from ^hich public education has been cast, 
and it will take more than charity and a few 
concerned parents to reshape the mold. 

Public schools do have the one thing that 
deaf-hhn^ education needs badly and that is 
steady, secilre^inancial support. Programs which 
rely on federal^^^^ants are shaky at best, and., 
deaf-blind programs nee^ the solid base to be 
provided by local, guaranteed funtling^ ^ 

Administrative Concerns 

There is, to borrow a cliche, no lonelier e\is- 
tence than that of an administrator. This is true a1^ 
all levels and in all areas of endeavor but, surely, is 
truest of all when Jtpplied' to the coordinators of 
the regional cente^^^^nd to every administrator of 

* every deaf-blind school program. Think of the 
pers6n running the deaf-blind program in Charlotte 
Amalie in the- Virgin Islands or attempting to 
locate d^fVbhnd children in northern New Mexico. 
Try imagining w^at it ieels likejto be responsible 
for organizing a new program for deai-blind chil- 
dren in any state institution for the. retarded. A 
few nanutes of such -mental exercise and it is easy ^ 
to^ffiderstatid the fact that administrators of* 
d^f-blind school programs have some very .pressing 

• .and untflue concerns. • ^ ^ " . , 
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Uotrmed staff ' 

. Without going^nto a discussioir'or listing of the 
university programs tha^are•prepa^ing professional 
personnel to work with deaf-biind children,, it- can 
be said quite simply that^^in any given year ther^ 
^ire very few people who graduate from college and 
who are traine'd in- deaf-blind education. The 
numerous specialized techniques, the basic devel- 
opmental and psj^chological concepts, .amd" the 
necessary skills in human dynamics that combine 
to make a deaf-blind teacher are possessed by. an. 
extremely limited number of people^ Training 
teachers of dea^f-blind is expensive, arduous, ^nd 
, time consuming. Training has , been federally 
financed for the most 'part, and the teacher 
demand will probably always exceecf the teacher 
•supply: * . .^x 

The administrator is quite often an untrained 
person chosen either for courage 6r past' adminis- 
trative experience in another areabf education. In 
some cases the pecjon in an administrative positioa 
did not choose to be in charge but, because of the 
r^pid establishment of deaf-blind programs and the 
' scarcity of people willing or able to lead, was 
forced into*an administrative position either by 
necessity or default. The task of recruiting trained 
s|aff and/or of training inexperienced staff can be 
overwhelming to someone who is unsure of the 
' * exact nee^s of the children or of the precise 
techniques which should be pkrt of each teacher's 
repertoire of skills. The- administrator who comes 
from a regular education background may find it 
hard to accept the need fo>r so many adults to work 
with so few children and may also tend. to resist 
the inclusion of therapists into the teachii^g team. 

Staff training has been accomplished to some 
degree through fhe efforts of the regional centers.. 
If deaf-blind scjiool programs had to exist without 
the regional ^enters, the problems of untrained 
slaff^would probably have caused the demise'of the 
programs long ago. The regional certter does 
encourage a chain of hands clasped together 
throughout the legion supporting and helping each 
program to stand. 
I I 
Lim^teH Fimdiiv 

A good, strong educational program for deaf- 
blind children is an extremely costly enterprise. 
Few, if ^ny, school prpgrams have the finandial 
support to mount such an effort without outside 
funding. The administrator has the responsibility 
of maintaining a quality pfbgfam* while trying to 
cut costs; of attracting federal monies through 
innovative pfdgramming; and, in the case of private 



prQgrams,^ of organizing fund raising ©vents* to 
* supplement the small amounts of federal and sferte 
funding iavailabre. Deaf-Wind education tends to be. 
a hand'-to,- mouth affair.The administrator cannot 
jsit bicl^ and plan for the future because the present 
level of support is so low that the program operates 
within a continuous threat of finahcial crisis. 
Because minimal funding is secured for OQly one 
year at a tirw, one of the chief administrative 
concerns will be keeping the program solvent. 



1 



Staff Mt>fale ^ - 

One^ tjve by-pr3ducts of a teaching career is 
the sense of accomplishment felt when a student 
goes on to become^ a famous doctor, lawyer, or 
Indian chief You cah- revel in the thought that 
something you may have done gave the chosen one ^ 
the original imjpetus needed to start on the path to 
a briUiant career? Another fringe bemfit is watch- 
ing'a bright stu^nt' achieve^nd knowing that you 
are directly responsible for his or her daily prog- 
ress. Teachers need positive reinforcement, and the 
successf^ development of their students is the ^ 
ideal rew^d. Increasingly adequate salary schedules, 
generous vacatioji schedules, and a realistic work- 
day add to'their'sense of well-being. Teaching has, 
become a comfortable profession in many ways, 
even thotigh its social status has declined over the 
years, " - . • 

Unfortunately, these pleasant conditions do not 
exist for most teachers of deaf-blind children. The 
pa^ is lower, the days are longer, the buildings are 
^shabbier, the vacations are shorter, the needs are 
greater, and the children are slower. Small gains 
rather than greaj achievements hav^ been .made. 
Tesfchers feel that they work endlessly and perform 
tasks no .one else will do. Other educators treat 
them condesQ_endingly, parents press them for 
progre^* they cannot make, and no one shows 
them any easy way to change the situation. In the 
end many teachers of deaf-hlind children simply 
despair and move On to another job and a different 
point of view. 

To deny -that therris a morale problem among 
such teachers- is to deny reality. The best of 
programs hav^ staff morale difficulties. Most pro- 
gcjms changfe staff on a never-ending basis. Busi- 
ness enterprises concentrate qn" staff 'morale and 
solve many of their problems through reorganiza- 
tion- incentive pay, vacation 'trip awards, and 
public recognition of distinguisht!^ service. Educa- 
tors> somehow, always feel above such things. We 
foolishly allow many of pur best people to work^ 
and on with extremely complex children who 
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progress so slowly-lhat their teachei^^ receiyc little 
<if any emotional regard for dedicated and skillful 
service. No matter how they ^tfy, administrators 
cannot avoid making unreasonable demands on 
deaf blind* educators. Thosg in private residential 
schools are far better off than those in state 
institutions or day programs supported by private 
agencies or',|plblic funds. Residential programs 
usually offer m^ny fringe benefits unavailable in 
other programs. Pleasant surroundings, a nijmber • 
of people engaged in similar pursuits, generous free 
* time, good salaries, and a prestigious status tend to 
be part of t|ie residential employment package. 
\ The opposite is true in most day programs and 
state^schools, particulaljy those maintaixied for 
retarded citi:fens% 

' How to combat the low morale caused, by poor 
working conditions and* children with tremendous 
needs is one of the administrator's most complex ^ 
problems. We. have not defeated this morale mon- 
ster in any of the areas serving deaf-blind children 
as of this date. 

Parent ^€«^ 

Working with a deaf-blind child in a school 
program means*^ecoming involved with the needs 
and desires of the entire family. The child cannot 
be divorced from what his or heyr parents expected 
hjm or her to be, what they "now despair of his-or, 
her becoming, and wh^t jhe school feels the child 
has a chance to attain as long as the parents 
support the school's efforts. School and home 
must work together, and each must know' and 
understand thf other* In mosfcasestthe administra- 
tor nTiust , become the medium through .which ^ 
communication is transmitted. 

An administrator must interpret school to parent 
and parent to school and in the process keep the 
child and his or her needs before both. School and 
home, are of paramount importance to the child's, 
progress, biit the administrator has the unhappy 
taskf of weighing both again§t what he or she 
pewives to be the needs of the children. 

Offldren's Needs 

An administrator in a deaf-blind school program * 
may or may not be. close to the children, depend- 
ing upon the size of the school. In small schools 
the administrator may ^ork directly with the 
children in addition to supervising the program; 
while in larger schools, the administrator may 
operatie several levels away from the actual class or 
school 4)rogram. The small school leader ^as 
much easier time maintaining a closeness and a real 



awareness of the children*s needs. However, the 
frustration leverof the small schcfol adri^imstrator 
may be very high because of the inability to^m^et 
the needs'of each child. In la^^ schools it is easier 
to become involved in administrative maneuvers 
designed to make tlj^ngs simpler, because the 
children's pressing problems are filtered/, through 
others and tend to be seen as words, ftot problems.- 
Administrative convenience can too easily become 
the motivation for changes or nonchanges, depend^ 
ing oruthe director's own personal biases. 

The concern, then, is twofold: one, that of 
helping personnel in the small school to obtain 
sofne objectivity, to use administrative techniques 
to presence their sanity, and to*heip them make 
progress toward meeting children's needs through a 
planned program rather than as a response to crisis; 
and, two, to bring administrators of large programs 
clos^ to the, children they profess to serve so that 
the reasons for ^administrative actions flow from 
the goals set by the teachers in response to the 
needs of their students. 

As the program continues the administrator 
needs to develop a process whereby he or she 
operates as a focal point in a cycle composed 6f 
teachers and parerits, with the children at the point 
of oripn. In this way the administrator will always 
operate out of knowjbdge and 'concern for the 
needs of the children (tfigur^l ). 

Teacheri 




Administrator 



^ildren * 



Parerrts 



,Fig. 1. Cycle of contact ' 
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Curriculum * ' \ 

Any discussion of school programs which ignores 
the issue *of curriculum develdpment and/or 
choice would fte incomplete. Although educators 
are not in agreement aboiU fhe approach to or the 
, definition of curriculum, much time and effort 
have been expended in researching, developing, and 
using various cunicula. 

^Sonie donbt exists as to whether what^purports' 
to be a curriculum may not actually be 3 statement 
or description of a methodology. 

Nevertheless, a large number . of commercial 
as well a5 unpublished curriculum guides are 
available to the special educator,^ Some of these 
guides are designed specifically for use with deaf- 
blind chifdren, while others are adaptable or have 
been revised to meet the need.s of deaf-blind 
programs. 

Some examples of these are the Perkins curricu- 
lum,^ the Teaching Research curriculuni, ^e Meet- 
ing Street School curriculum, and various training 
programs in use at state schools 'such as the 
Pinecrest State School in Louisiana and the Lin- 
coln State School in Illinois. Of these, only 
Teaching Research has a commercially available 
Curriculum that is* designed for use in multJhantii- 
capped education. All of these curricula are work- 
ing models which are subject to constant revision. 
Without participating . in their use, it would be 
difficult-'to evaluate their value or relevance. They 
are successful to the extent that j.he staff is 
comfortable with them and the needs of .deaf-blind 
children are met. 

Without attempting to compare or comment, it 
may be helpful for the reader to examine the* 
examples from two of these curriculum guides on 
pages 194 and 195. 

These are fairly typical examples of the curricu- 
lar material in use in many deaf-blind school 
programs. Sqme are behavioral in 6ase and tech- 
nique, while others tend to have humanistic 
origins. All appear to be designed to provide 
step-by-step instructions wliich may be followed 
by relatively inexperienced personnel.' This may be 
"T>oth their strength and their weakness. However 
they are judged, they represent the state of the art. 

Implicdtions for the Future 

Some of the current issues which seem to 
demand comment are as follo\^; 

1 . The growth and development of the regional 
centers and. their great value head the list. No 
^ other area of education has such a nationwide 



r 



f 



network, especially one, that 'includes pro- 
grams in the €aribbean and the Pacific as well * 
as mainland activities. Ideas /^have. spread, 
people have come to depend fupon others 
thpusatids of miles away, and abolential has 
■ been developed for an educational research . 
and intervention program withouf parallel. 
. 2. Federal fUndfngujf many direct service i5ro- 
^ grams dealing with multihandicapped children 

has set a precedent for similar support fbr , 
# other severely handicapped children not being 

served. . * ' • » 

3. Relatively inexperienced professionals have 
been appointed to powerful administrative 
school positions and appear to have been 
highl3( .successfi^ in meeting- the demands of 
the role. 

4'. uie expense of operating low ratio* teacher- 
pupil programs -is so tremendous that other J 
staffing patterns utilizing nonprbfe^ssion^fer^ 
must be designed if deaf-blind education is to 
continue and floilrish. 

5. Intensive inservice experiences seem to be at 
lea^t^as valuable as prejob education in col- 
leges and universities. ^ * 

6. Schc^l programs have not used any meaning- 
ful or sophisticated research and evaluation- 
teohniques to demonstrate that therf efforts 
have actually accomplished anything. 

Many other significant points concerning, school 
programs are in evidence, but those above seem to 
be of great importance as we consider the future. 
As in all disciplines, Varying points of view exist, 
depending upon one's educational philosophy and 
frame of reference. Some deSf-blind educators s\ill 
are quite parochial, while others are open to all 
ideas and believe in the. sharing of many ideas. 
Regardless of one's bent, there are advantages, to 
discussion and debate among professionals. 

Diversified Staffing * ' 

One issue; which lends itself readily' to debate is 
diversified staffing. Alth<^ugh there is ^greement as 
to the expense of deaf-blind classes, there js - 
disagree'ment as to the solution to this problem. 
Diversified staffing seems to offer programs an 
opportunity to obtain enough personnel without 
having to pay each participating adult a teacher's 
salary scale. Certainly there are many daily school 
activities which do not require a master's degree in 
special edb^jti^n. In areas of the country wher^ 
educators with degrees are scarce, necessity created 
staff diversification and it )ias worked. In metropo-* 
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Utan etetem schools, however, even assistant 
teachers tend to have_four years of college, which 
is fineSn areas Where such people are in amt^le 
supply, but it is an inordinate luxury jn most of 
the country. If many pro^^ras adopt such tradi- 
.tional standards, they will soon price themselves 
out of existence, all the while txrwailing the 
shortage of qualified persptmel. 

Social service agenoies are in the vanguard when 
it comes <o creative <aff patterns. Poverty has' 
, taught them to train and use willing harJds and 
open hearts, and they 'operate- economically and 
.fairly efficiently. Instead of several physical thera- 
pists, the bus dri^^er is taught to ^^^ry out adaptive 
^ercises between field trips. Volunteers teach 
daily living skills^ while high school s^tudents^am 
y credits for learning-sign language and fingersp^ling 
so that they can work as unpaid aides in ftrograms foj 
the deaf-blind. Students from university programs in 
special education, business administrati^in, and 
occupational therapy spend entire semesters as 
unpaid staff members,* lemming as they work, 
benefiting themselves and the school f^rogram. 

One master teacher planning for a feam of 
semiprofessionals can efficiently handle a fairly 
large- group of deaf-blind children. The career 
ladder must become a reality if all deaf-blind 
children are to have their needs met. We cannot 
afford to rfnance the long education of a graduate 
» student who vTiW work with only two children. The 
days of such indulgence are behind us. Each 
program should be assisted to design a staffing 
' patt^ utilizing volunteers, aides, semiprofes- 
sionals, teachers, and master teachers. The goal 
actually is the involvement of more peopk in the 
education »f more deaf-blind children at less cost. 

Total Life Education 

The trend in most deaf-blind progranis is to look 
outward and to us^e the community as a part of 
the cumculum. • Since few deaf-blind children in 
programs today v^^ill attend cortege, their education 
must be for life in the everyday world to the 
.extent possible for eaclr individual. The emphasis 
is, and will become increasingly more so, op 
survival techniques and on methods of coping. 

The deaf-bli»d child needsVpractical education. 
He or she learns to dress, to eat, and to get'around 
in hi5 or her environment. Sheltered living situa- 
tions must be set-up for the deaf-blind personV 
' future, and these- people must be taught how to 
* manage is such environments. Through an educa- 
tion for life the child must be shown how to enjoy 
himself, to have warm and supportive relationships 




,_th others, /and to deal with his or her own 
frustrations. Ahose who wilkretum to or remain in 
state 4iOspit'al6 or schppls for the retarded must . 
lear^ow jo adapt anid how to find some pleasure 
in sjRi a limited and confined setting. 

Total life education looks at the deaf-blind 
person as a socTal beirtg with. needs other than^ 
academic or biological. To the extent that school' 
programs' meet these othet needs, often unfdenti- 
fied, they will be su^essful in the future. 

Regional Ptanni^ » . » 

Some regional centers have been more successfuF 
than tethers in organizing their resources to plan for 
the region. The task of convincing independent 
agencies lhat they should sublimate' their private 
interests to serve the public good is never an easy 
one. Con\petition for certain types of children is as 
ccwnmon among school programs for the deaf-blind , 
as it is with an)4 other kind of handicap. 

Where programs have not existed in the past, it 
has been easier to set priorities and to develop 
programs serving different levels. Where traditional 
programs hav^* operated for many years, it i^ 
^difficult to nijke changes. In some geographi^l 
areas of the country, distance and natural obstacKs • 
work against efficiefnt regional planning. Several 
states do not readily-abrogate th^ir rights, although 
this does seem t^o occur without rancor west of the |[ 
Rdckies. * 

Carefully considered regional .planning can lead 
to better programs for Children. The needless^ 
duplication of residential programs for-^small numr 
bers of children, the isolation of deaf-blind chil-. 
dren from normal children, the creation of compet- 
ing spcial^service agencies, and the organizi^n of 
research programs too small to be releva^ are a « 
fe\v of the many mistakes that could be ^oided if 
all programs for the deaf-blind were invcnved in a 
planning effort coordinated by their appropriate 
regional center. 

Planning for a reorganization of school programs 
should be a prerequisite J^federal funding. The 
federal Bureau of Educa^N^ the Handicapped 
sftould have sufficient qualified staff to guide and 
assist the several* regions as they move toward • 
efficient utilization of their numerous resources. 

i 

Communication Among Prbfesdonals 

The education of deaftlind children is a highly 
specialized emdeavor. At any one time the number 
of university students preparing for this fi^fd is 
small. The professionals working with deaf-blind , 
children add up to a small number as well. It would 
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seem relatively simple to develop*a cibmmunication 
network involving- all of these people. Everyone 
working or planning to work in school programs 
for deaf-blind children shoyld be aware of what 
everyone else is thinking or doing as it relates to 
the children's education'. ^ * ^ . 

As it is now most regional personnel know a 
little bifvibout their t)wn region, and the center 
staff has access to material about other regions. We 
need to develop some way to exchange profes- 
' sionals between regions, between programs within 
regions, and between university faculty and pro- 
gram and regional center staffs. Visiting professor- 
ships, exchange teachers, retreats for selected 
pe!rsonnel .throughout the nation, closed circuit 
television programs, conference call?, or anything 
that brings professionals into close contact with 
each other to share, to argue, to propose, to agree, 
to get to know and respect ea^h other^ are 
immediate tiecessities. People talking to each other 
• leads -to change, to growthT'and to reappraisal, 
I Communication amoag professionals always means 
\death to the status quo. t)eaf-blind education is'an 
•Kciting and dynamic discipline with a long way to 
go. It requires .the efforts of many to move it 
abead. ^ 

The wiiole fiejd of deaf-blind education has been 
taki^ giint^steps in the past few year§. So much 
has been done in such a short time and done so 
, well. In every program* intense efforts have been 
made to offer each deaf-blind child 
educational opportunity possible. 

Two ptoblen^ remain; (1 ) there'are still children 
^ who have not been enrolled in a school program; 
'and (2) there will never be enough teachers. 
However, any group of professiraals who could 



the^ best 



accomplish so miidh between 1968 and the present 
should be able to solve these problems. . V 
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Tea- 



caching ResearcH Curriculuijnh^ 5973 
DtesWig . . ^ ^ * 



Tie Shoe Laces: ' ' ^ ' • 

Steps* • • 

1 7. Child ties^ shoes independently. ^ 
1 6. Child pulls laces sriUg on shoes. . , 

1 Si Child .grasps right lace ^ith right thumb 
andj'orefinger andleft,}ace wifh Jeff thumb 
and forefinger. • 
14. Child places both laces to one side of shoe. • 
13. (Child cr6SS€^ right lac^over left lacei 
^ 12. Child graspr right lace and brings it under 
and through the left lace: ^ , 

1 1 . Cl^ grasps ends of laces. ^ ^ 

. 10. Child pulls ends taut. 

9. Child grasps left lace end with left thumb 

and forefinger.' 
8. Child brings lace end to middle, of lace, 

forming a loop. * 
7. Child grasps* loop with left thumb, ariti 

forefinger. ' » 

6. Child ^ grasps ri^t lace^ with rigJ^t thumb 
and forefinger. * 



S.bhild'brih'gaviightUace all the way around 
** ^ left loop. . . I 
' '4:lChik puS|e5ii|^t>cc-^ and undef ' 
left^facwocp''^^^^ 
3^ Child releases left looped grasps^W^loop 

that has been pushed through. 
'2^With other hand, child grasps other loop. 
• I. Child pulls loops tayt. . J^'. . 

steps ' ^ - 

4. Child snaps a snap. / - ^ 
' 3. Ch^ maHes small fold in. underneath fabric 
close to snap with thumb imdemeath snap 
and index JOnger on lop, close to snap. 
Grasps top^|p and snaps together. 
^.Thild grasps,wp snap ^h thumb over snap 
and forefinger folding clofh, places on 
bottom snap, an^ pushes. ^ \ 
.. Child places top snap over bottdhi*snap and 
pushes. ' 
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Obj'ectiv'^s 



1. Movement of arms and legs 

2.i.ocomotion activities, of rolling, 
crawling, ' scooting, ' walking, and 
. climbing steps * 

\'3. Propulsion activities s6ch pushing, 
pulling, throwing, and hitting 

4. Holding includes ability, to grasp and 
• hold object 

5. Balance 
6; Strength 




Curriculum i^ide. ' ^ 
(Lincdil State School, 1973) 



Apparatus/locdtion 



In , large motor training • 
area: 

vestibular board 

mats 
' ladd.g- 

roll barrel 

F^ractice ste^s . " ' 

slide ' 

trampoline 

*sooot boards 

tricycles 

wagon , 

rocking'boat : . 

: parallel bars 

walking boaril 

walkei^ 

bobath ball ' 

At tables with chairs 
u'Sing many small 
objects such as: 

blocks 

balls ^ ' ' , 
clothespins - 
nails 

• styrofoam , ' 

spoons 
' oibber bands 

wooden nuts and bolts 



Examples: of methods/procedpres 



1: Manipulation t)f limbs^on^a regular basis to 
prevent stiffness. 

2. Use of muscle relaxafop exeiiises to increase 
range of limb motion/ 1 I 

3, Use^of ice th< 




, movemenjts \^ith-' trainer. 
Trainer.s guidance is phased" out, and studer^t 
becomes abk to function independently. ' - 

5. Develc^ent'Of independetat aihbulatio'n. Stu- 
dent uses a stick fof support, then a coSt hangpr, 
an?^ theiT^a piece of cloth in both hands; all with 
trmier's guidance.- Student hol(ls on to* a piece 

, of materia alone an(^, finally, walks indepen- 
dently. • V* _ . 



6. Coactive rolling a ball/ Trainer^ apsCance is. 
phased out, and studept stands and throws a 
ball, • 



/ 7. Transferring objects from one bucket lb another, 
pulling nails from styrofoam, clifjping^ctothes- ' 
pins to clothesline, stretching rubber bands over ♦ 
Tiail^ in B8ard, and screwing wooden nuts onto 
bolts. 

8. Walking between rungs of ladder,* sliding down 
slides, balancing' oh beam, using trampoline, 
somersaulting^ carrying trays back at meals, 
riding tricycles, using vestibular and rOcking 
boards, worHing on- parallel bars, and using ^ 
r walkers.*" 
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P^evbcational Services 
for Deaf-Blind Persons: 
The State of a Pointillistic Art 

Edwin K. Hammer § 
Project Director, South Central Regional Center for ' 
Services to Deaf-Blind Children 



Several trends need to be monitored to ascertain 
the direction and effectiveness of service delivery 
to adolescent and adult deaf-blind persons. The 
comprehensive special education* acts have estab- 
lished re<)uirements for special educational service, 
regardless of the degree of impairment of the 
student. Part 6^5 of the 'Education of the Handi- 
capped Act called for postsecondary training pro- 
grams for persons with disabbng conditions. This 
federal directive will have impact on existing state 
pohcies and procedures and may s&rve as a base for 
further program services. Recent fedeial court 
cases have directed services into a mo^ positive 
vector to include all children in educational ser- 
vices. The court cases may serve as precedents for 
developing program services for youth and adults 
(LaSki, 1974). Current programs definitely provide ' 
the "vehicle 'for further services, specifically as 
related to ^he issue of prevocational services (i.e., 
transitional services from educational settings to 
adult living situations) as related to the current 
htigation and Jegislation. These may serve as the 
pivot for further expansion of services. 

,A second area of change is attitudinal and seems 
to^. be reflected^ in the movements behind the 
litigation, and legislation. In the past, if a persoD^ 
could be labeled educable or trainable, the problem 
was somehow- solved. This often, led to exclusion 
rather than inclusion of clients/students. The atti- 
tudinal change is one of a more mature^nderst^and- 
ing that all children need sej^ices and that these 
services mav be included in any program through a 
variety of approaches. This represents progress in 
the attitudes of professionals and eventuaily in 
approaches to service delivery, tven with9ut liti- 
gation .and legislation, professional personnfcl con- 
sidered the viewing of a d^af^blind person, or any 
person foi' that matter, in terms of labels of 



functioning as irrelevant. Any living organism is 
going to change. Denying this either by excluding 
the child from a program or by limiting the services 
available"" to the child simply prolongs 'the rehabili: 
station ^process' and develops nei.ther the coping 
skills needed by deaf-blii\d persons nor the reality 
skills needed by professionals to ^^rovide appropri- 
ate services. This same priiKiple applies to those 
providing vocational rehabilitation services. Deny- 
\kg, the difficult-to-serve client, ignoring the cases 
which cannot meet closure with minimal training, 
and* failing to understand the true needs of 
mfiltihandicapped persons by vocational reha-bilita- 
iion agencies delay the development of serVices4o 
llients. 

^} The emphasfs in the term "prevocational," as 
used in this paper, is on the transition from one 
setting to another Particular responsibility is - 
placed on the prevocational deat-blind program 
preparing the deaf-blind child for entrance into a 
r^nge of adult s^^rvices, rather than in providing ' 
personal adjustment training to prepare the deaf- 
blind person for specific work- training: 

A behavioral model of rt*ehabilitation has been 
proposed (Hammer"^ J973)rThi\*ap|?fcach was an 
attempt to s^ljft the^ emphasis oX adult services in 
vocational rehabilitation from the- criteria for 
potential for gainful occupation to one bC monitor: 
ing the client's rhovement froTfrieveJspf^de^l^ndent 
function to levels of independent function,] This 
option has no^been implenrented. However, major 
gahis seem to -have .bgen "Wade in increasing 
awareness of the 'future needs^ofcjeaf^blirt^l persons 
as these needs are identified by vocational rehabili- 

"tation services (English, 1974).' 

Thus, with thes^ trends in mind, the South 
Central Regional Center for Services to Deaf-Blind 
Children at the Callier Center for Communication 
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Disorders proposed to the Bureau of Education for 
the Handicapped a copperative study to assess the 
delivery, and the potential for delivery, of prevoca- 
tional services throughout th^ation. This study 
was approved and implemen«|| during academic 
year 1973-74 by all th^ other^onal centers. The 
goals of this undertaking were to do the following: 

1. Define the needs of cleaf-blind children (or 
vocational rehabilitation ^services. 

2. Establish nominal groups of clients, agency 
personnel, and providers of services to iden- 
tify their concerns, priorities, and responsi- 
bilities. 

3. Develop systematic approaches to assess the 
vocational potential of fleaf-blirid clients, and 
relate this to job placement and the employ- 
ment market. ^ 

4. Develop prevocational assessment approaches, 
which relate to program strategies for young 
deaf-blind clients. 

5. Follow up on deaf-blind chents who have 
participated in vocational rehabilitaticip ser- 
vices fori assessment of progran> goals^nd 
objectives; methods of training, and 'work 
adjustment achievement. 

6. Develop staff training programs to ensure 
quality services for deaf-blind client^ through 
systematic presentatipr^ of methods and 
resources to those working with the deaf- 
blihd population. ^ - 

7. Provide services on a pilot basis for a limited 
number of cHents during the 1973-74 school 
ye.ar. ^' 

Each regional center was contacted ^nd asked'to ' 
review the' above goals. From the list of goals, 
specific activities which -could be undertaken in 
each region were identified. 

' , Responses^ from .the regional centers varied, buf 
in view of the broad picture of current effgrfs, 
activities seemed to emerge across the nation to 
develop services for deaf-blmd persons. A total pic- 
tifre of available activities emerges when theV are 
viewed at a distance. This pointillistic approach 
permits the question to be raised: How can current^ 
isolated program efforts be coordinated to culmi- * 
nate in appropriate adult services to deaf-blind 
persons? ' ^ 

Review of Regional Center Activities 

A revie^w of the activities of the regional centers 
for services JO deaf-bljjid persons may present a' 
clearer picture of 4he' current programs in prevoca- 
tional services. 



Southwest Regional Center AcUWties ' ^ 

Three projects resulted from a planniiig meeting 
^called by the staff of the Southwest Regional 
^<^nter for I^gaf-Blintt^Childi^en. In a project atSan 
•francisco State. Univ^r^^; personnel tried to 
* deYinc th^ ti:aining needs pf persons working with 
^ adolescents and youths who Were ddaf-blindl They 
listed five |oals for clients: ^ . . ^ 

1. Treedom of ohoice-to expfose clients to a 
range of adtivities designed to develop and 
improve skills for independent living, super- 
vised' living, work orientation, or- adult living 

2. Self-respect -tg provide socialization oppor- 
k tui>kies through modfels of adult behavior to' 

' * developpositive -self-concepts in each client 
6 3. Self-sufficieHcy-to move from a level of 
^ i dependence to sofne level of .independent 
living through experiences in such activities as •» * 
money management, cooking, shopping, and ^ 
, self-care ^ , 
^>4r^ocialization-tp develop peer relationships 
aridinterpersonal relations ' ^ 
5. Travel and .mobility-tq provide opportunities 
for orientation and travel experiences, use of 
transportation facilities, ajid problem solving • 

In cooperation witk 'bie California School fpr 
the Blind, a. pilot study was conducted T)y staff of 
the* personnel preparation program at San Fran- 
cisco State University ta assess' those skills iliehti- 
fied above in deaf-blind clients. FfofhlRis"sIudy, a 

' ^ se^SjQf competencies Avas identified. The follow- / 

- ' ing cqnipete^icies were proposed as training mod- 
ules for staff: (1) Demonstrate knowledge of - 
categories of children to be served in a prevoca- 
tional program; (2) Demonstrate knowledge of 
vadoj^si levels and categories of skills tb be taughf 
to the, children^; (3) Demonstrate knowledge of 
various forms? of communication used by deaf- * ' 
bli-nd persons in voc.ational settings^ (4) Demon- ^ - 
ftrate ability to organize, plan for, and teacKatinie 
unit to deaf-blind children; (5) Demonstrate abihly - 
to organize, plan for, and teach a^mon^y manage- 
ment unit to deaf-blin4 children; (&) Demonstrate 
ability organize, plan for, and teach a^sliopping 
unjt to deaf-blind children, (7) Demonstrate ability 
to organize, plan for, and tea<?h a cooking urtif to • 
deaf-blind children; (8) Cjemonstrate knowledge of 
local resources for prevoeational and career devel- 

'\ ♦ opment twining for the handicapped. 

. TRe competencies are indicators to be used in 

|, developing training sequences- for personnel, 
teaching-learning experiences necessary to meet the 
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pxpected outcome of each competency, and evalu- 
'ation procedures to be used by the teacher 
candrdates as well as trtC instructor of the teach- 
in-g personnel. -Currently, personnel in training, 
are receiving opportunities to implement this 
(pmpetency-based approach in workiflg with deaf- 
ilind persons, 

I -The John Tracy Clinic in Los Angeles conducted 
^ ^project utilizing experts in the field of service 
^livery to plan for the future needs of deaf-blind 
cl)ifdreri. Selected individuals submitted papers 
prior to the conference, ' ^1980 Is Now," to 
facilitate discussion of the entire range of future 
needs. The following conclusions were reported. 
(Sherrick, 1974): 

1. The planning efforts of all agencies of the 
federal, state, and local governments, as they 
relate to the problems of servi^s to the 
deaf-blind, must be concerted to avoid dupli- 

• cation and inef^iency, and must be initiated 
within a very short time if realistic goals for 
this maturing population are to be met by 
1980. 

2. Th^jnore accurate defmitiQiis for the terms 
"deaf-blind" and "rubella cl^ld," among 
others,' await the con|||lation and processing 
of data on numbers of^uch multihandicapped 
individuals as well as on evaluative procedures 
and diagnostic results. 

•3. The stress placed fciy various authorities on 
need- for a continuum of services from child- 
hood through\dolescence^ and adulthood was 
reinforced by tl\e conference. In the>repeating 

" of this call for uninterrupted support of 
development of the handicapped person,. the 
importance of close interagency cooperation 
(e,g^, between the Bureau of Education for 
the Handicapped and social and rehabilitation 
services) caifnot be overemphasized ' 
, 4. Although, i number of current projected 
ppgrams for training personnel involved in 
services to the handicapped are on record, it is 
not clear that the distribution of skills and 
levels of conrpetenee'match the requirentents. 
A working conference with^a specific agenda 
and papers should be .go^vened as soon as 
possible to identify and formulate those areas 
of competence needed for dealing with t)ie 
handicapped population of the 1 980s, ranging 
• • from paraprofessional personnel through 
highly trained specialists. - ^ 

5, Efforts should be made to fund the develop- 
ment of a spectrum of model living and 
working styles for the deaW?lind, rangiog 



^from sheltered satellite homes to shelter^ 
employment sites to foster homes in normal , 
communities. The impact of the model pro- 
grams, ori surrounding communities should be 
gauged, if possible. A major part of such 
programs must be the careful evaluation of 
^th^ socikl, intellectual, and vocational pro- 
gres? and achievement of the ^dividual, as 
well' as the evaluation and documentation of 
the program as a whole. 
Ai third project of the Southwest Regional 
Center for Deaf-Blind Children was the develop-; 
ment of a precareer curriculum guide for deaf-blind 
(Carr, Zemalis, and Evans, 1974). This cooperative 
project of the Home for Guiding Hands at Lake- 
side, the California School for the BUnd, Berkeley, 
and the Stouthwest Regional Center for Deaf-Blind ^ 
Children, Sacramento,^was conducted by Evelyn 
^reenleaf and concentrated on expanding the' 
* competencies of deaf-blind children in the areas of 
self-sufficiency, partial sufficiency (employable but 
needing supplementary financi^ or living arrange- 
ment support), sheltered workshop (dependent 
living arrangement), and dependent living irfWie 
home^ (help in home, self-care, recreation, and 
subsistence on Aid to the Disabled), A retrospective 
study was conducted to identify current livmg/ 
work status of students who had received prevoca- 
tional services. These students would be considered 
high functioning in that they had been able tQ 
participate in the program at the California School 
for the Blind and had been able to acquire some 
' academic, language, 'and self-care competencies. Of 
the 37 questionnaires sent out, 18 were returned 
by May 27, 1974, The following is a compilation 
of the responses : 

Two-thirds (12) of the students are living at 
home, two ar^ in foster homes, one is [ik a 
^^ential institution, and one is living indepen- 
* «hly. Of 'those- parents responding to the 
question about wages earned by the 'child, four 
reported wages over SlOd a^ month, three over 
$200, and one between $300 and $500. ' 

One-third (5) of the students are currently 
^ employed or had held jobs at one time. Teh 
were unable to obtain employment. 

Of the remainder of the families, five 
depended on Social Security and Aid to the 
Disabled, five on State Aid to fh« Blind, three 
• depended upon family support, and one received 
help from the Veteran '^s Administration. 

For job preparation, the areas of study in 
school were diverse. Some had received educa- 
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tion in a progrim for the (teaf-blind or hearing 
iinpaired; whilc^. others had courses of study in 
history, Englisl^, the arts, anri specia^raining in 
veterinary sciences (Carr,* Zemalis, and Evans, 
1974). . . , 

A second ste^ of the stiKly was to ask 36 
professionals working with deaf-blind persons to 
project /for deaf-blind children the setting which 
^ould be most needed when they became twenty- 
one year^ of age. Figure 1 reports the projections 
of placement as viewed by these professionals. 



/ Level "E" 

•ikistodial care 
31 percent 

* 


Level "D" \ ' 

Dependent-livi&g . \ 
at home \ 
22 percent -V 


Level "A'' / 


Level **C" i 


Seif'-sufflcient / ^ 


Sheltered workshop / 


1 1 percent / ' 


25j percent / 


X bevef^B''^ 


: / / 


\ yf 'Partially" 


* / 


\y self-sufficient 




1 1 per^nt 





Fig. 1 . Professional projection of thirty-six^eaf- blind youths 



From 



1 data included in the original "^tudy. 
(Carr, Z^alis, and Evans, 197*4) a precjrreer 
cumculum" was outlined. in the following areas: 
motor siMis, daily livmg skills, activities of daily 
living for adults, and a series of manipulative skills 
oriented toward specific work. The authors cau- 
tioned against ysing the guide for specific.. trade 
preparatiorr/ but encouraged using it to assist? 
deaf-blin(j^ persons to participate in gainful activ- 
ities as part of their lifetime endeavors. 

Part three of the study included ciirricular 
activities concerned with presheltered workshop 
manipulative activities. These were designed to give 
cKassroom teachers a guide, in developing simulate 
work exf>eriencfes Cor, deaf-blind youth. The* guide 
also included a continuum of manipulative devel- 
opment, beginning with basi^ activities and pro-'^ 
ceeding ^to post-training placeme.nt A list. of 
agencies for possible fob training placement was 



included in the appendix of the study. This initial 
study would serve as a basis for the development of 
an invfentory of existing and potential resources to 
serve this population.. 

Mountain Plauis Regional Center Activities 

In 1974 a study was undertaken by the Moun- 
tain Plains Regional Center in Denver to plan for 
prevocational and vocational services for deaf-blind 
children and youth. This project included tlfe 
foUoVing as major goals; (1) Identify thbse agen- 
cies that may assist with planning, developin^and 
conducting vocational pro-ams for^^af^Wind 
'youth in the region; (2) Identify those services that 
each agency may or can provide; (3) Identify the 
overall vocational educational needs' of deaf-Uind 
children and youth in ,the, region; (4) Provide 
insoTvice training to representatives of agencies 
ide^i^ied through the initial survey; (5) Supervise 
pro^m development in' the region; and (6) 
» Employ appropriate staff to initiate pilot programs 
in the region. 0 

Through a series of regional and statewide 

. workshops, a basis for providing inservicc training 
to vocational rehabilitation and career education 

- personnel was established. Th^ purposes of this' 
effort were to create an awareness of the potential 
of deaf-blind persons to benefit from prevocational 
services, to underscore the need for programs to 
plan' for the future, to identify the types of services 

^ -children would need if the future, and krdetail a 
model prevocational program which might be 
utilized in ^ach state. .Agencies that were currently 
providing services to Idolescent or adult deaf-blind 
persons^were identified. This activity pinpointed 
minimal levels of function for agency services. It 
was therefore possible to design curricula as an 
integral part of each child's educational plan, which 

. led to appropriate services in the prevocational and 
vocational area. One paper (Stark, 1974) addressed 
the need, fpr transdisciplinaiy apprpaches to evalu- 
ation and for inclusion of families as part of the 
'rehabilitation process. An<Hher paper addressed the 
issue qf evaluation of servic^ at the programmatic 
level so that services might be applied in planning 
services and providing appropriate opportunities 
for each deaf-blind child to mi^et future lifetime 
functions (Brooks, 1974)' 

The -outcome of that effort has been the 
establishment of a dialogue among those providing 
services to deaf-blind persons so that common > 
coacerns.' may .be addressed and pilot programs 
foj deaf-blind, youth and adolescents may be 
established. ^ 
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New England Regional Center ActiviUes 

The Oak Hill School, in cooperation wit}i the 
Connecticut Institute for the Blind, conducted a 
study entitled ''A Planfiing/pperational Program in 
Prevocational Education for DeaY-Blind Children" 
(LaPorte, 1974). The objeclives of this project 
included activities in self-care skills, manij^ulative 

* skills, social relationships, recreational activities, 
experiences with objects and manipulation of the 

• environment, and specific ^work tasks. Assessment., 
of each deaf-blind child's level of performance 
in prevocational and personal-management skills 
was undertaken. These c^bjectiv^s were . tested 
in a summer program and a prevocational program. 

The Perkins School for the BliniJ developed a 
pilot community readence training program .for 
young adults who were deaf an'd blind, integrated 
with Wind youth in a home training setting. The 
fundamental concept was that the framing milieu 
would* be closely related to the living quarters.. 
From this, the seven' deaf-blind youths would f 
become responsible for continuing their trainin^^ 
program but would reside in an -•independenf ^ 
setting where they were also responsible for home-' 
making and management. The cumculOm included 
home and personal management, food preparation 
and management, industrial arts, work-experience 
on- caiTjpus, mobility, job plaeem'fent off campus, 
and use of leisure time. The typical schedule 
involves the yourfg adult ^pending half a day4n-the 
. residence learning and applying home manageiwnt 
skills such as .f6od preparation, shopping, and 
cleaning and half a day in a job-oriented training 
session. * , , ^ 

Midwest Regional Center Activities 

. Using the services of Opinion Research Associ- 
ates, the Midwest Regional Center for Deaf-Blind 
Children, Lansmg, N^chigan, conducted a region- 
wide planning program. The focus of this program 
was to report prqvoC4tional training needs, of the 
4otal population of deaf-blind individuals in poten- 
tial employment settings. Eight me^etrngs were h^ld' 
in the region. The meetings addressed the current 
and future needs of deaf-blmd persons as perceived 
by parents, educators, and guardians. Of the 643 
needs identified, 23^ percent Clustered around the 
current need for^full-iime ,-edlicatlbnal services 
which focused on basic living skills, communica- 
tion, and mobility training. 

In terms of future needs, 25 percent of the 
prioritized responses, centered on the need for 
specific types of alternative living options for 
adults^ who were deaf and blind. These options 



would iteed to be responsive to the person's level 
of functioning and flexible in assigning the person 
to a living arrangement as well as in. encouraging 
future placements which w^uld better suit the. 
needs.^f the client. * ' ' 

A $econd phase of the study was to identify' 
service agencies that are or could J)e serving 
deaf-blind persons in^ the Midwest region. ?y 
questionnaire, 441 agencies were asked if they 
could provide prevocational services to deaf-blind 
youth and «dults. Of the 249 questionnaires 
returned, 92 agencies said that fhey were providtag 
services, to deaf-blind persons currently and coulcf^ 
Modify theii^ programs for ftiture needs 6f Ihis. 
population. These agencies indicated a willingness* ^ 
\o serve or modify their programs to serve low 
/unctioning deaf-bHnd .persons: Fifty-seven agen- 
^ cies replied that they were not currently providing 
services to deaf-blind persons, but that they would 
be willing tO' do s^. These agencies indicated that 
they could modify their programs *to- serve a Wide 

* range 'Of levefof functions, including low function- 
ing person^. Ninety-four agencies reported that 
thpy'cfSd not provide $ei^vices*to deaf-Wind cHefvts^,. 
and did not see the possibility of doing so in fh*e 
near future. ^ ^ 

A third phase of the, study utilized the^ Delphi 
technique to ask professionals 'Avhat characteristic's 
deaf-blind clients needed to exhibit to be able to 

. ^ter prevocational or vocational settings; wh^ 
staff needs, resources, or special equipment would 

' be neeliedjn providing potential employers means 
by which deaf-blind persons could enter the job 
market; and what characteristics could be defined 
regarding job employment opportunities for deaf- ' 

* . bHnd persons.^ Four heeds emerged from the Delphi 

* process: * ' • 

1. The'need to joiirTorces with those teaching 
■ and training the retarded. This may be^ inter- 
preted as joining effort's with national organi- 

^ zations^ atnl state .level organizations to work 
on common ^oals. 

2. The need to make generalizations while main- 
taining an individual approach. This may b^ 
interpreted as a tiesire to keep the individual's 
needs as the focus of services wlyle trying to 
'use all existing ^sources to pfpvide appropri- 
ate services to this population. . . 

3. The oeed for a common behavioral language, 
piis may.be taken to mean that the behavior 
of each individual needs to be described but 
that it shQuld not, serve ^s a predictor of 

/iTuture levels.of function or permanently mark 
a person at a static fui>j;tion. • f 
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4. The need to develop training facilities to serve ' 
deaM)lind persons. This rfvay be taken to - 
mean that during the 'joining of efforts with, 
other groups to meei common goals, the 
needs of the deaf-blind person should not be 
ignored. Specific progi-am services are needed 
which arje unique to the person who is deaf 
^ and blind. . • ' 

Mid*Adantic Regiaaal Center ActlvHies 

A pilot project ,was begun by the New York 
Institute for the Education of the Blind to provide 
prevocational service's to students in that program. 
The project staff developed a cumculum guide, a 
video presentation of the project, and assessment 
protocols for simulated work activities (sorting, 
packaging, and assembly). The objectives of this 
program included evaluation and improvement of 
independent living skills, work habits, and work 
skills and the development of appropriate commu- 
nication skills and age-appropriate socialization 
skills. The Program also sought tO'' develop age- 
appropnate recreational skills. When the deaf-blind ' 
student was enrolled in the prevwatipn^ program, 
contact was made with' social and rehabilitation 
agencies ifi the person's home cojnniunity, and the 
parents of the^ student' were involved in planning 
for the* Cloture. This program not only provided 
training slots for students learning to vv'ork with 
adolescentrs who w e re^^l*iirM51 i ntM* u t also provided 
for dissemination ^{ the Results of i\]s^ study 
threugh the New>\'4jk Institute. 

South Central Regional Activities 

In the development of rcgionali/ed efforts to 
provide .services to d^tf-bhfid persons, a continuum 
of services has been propo'sed (Ikmmcr, 1^^74). 
This lifelong range of service options was devel- 
oped (1) to' orient' service efforts towtird specific 
goals; (2)^ to provide, to all those interested in 
providing services to deaf-bljnd children an overall' 
guide, to options which would' be needed; (3j to 
unify strategies among program services, thatis, to 
reduce duplication of programming and to utili2:e 
all existing resources; and (4) to providp those 
working with deaf-blind children an idea of. how 
'tj?eir efforts i;elated to the long-range goals of 
many other programs. 

The continuum outlined several levels of ser- 
vices which spanned a developmentpl age bracket, 
of approximately twelve years through adulthood. 
One particular program need was-ddinedas the 
"Vocbt4onal Setting/' Included in this caU^oT 
were two areas of training* prevocational services 



' -and vocational training, l^revocational services in 

* this, continuum were operationally' defined as those 
services necessary to provide a transition from the 
educational setting to an adult living situation. 
Included in this area- of service activities were 
communication skills, socialization, self-help skills, 
attention to and completion of tasks, travel skills, 
and the academic skills needed to follow directions 
and to exhibit some level of indepfendent function 
in a work situation. * \ 

In an attempt to identify those existing re- 
, sources capable of providing the^ services \Vhich 
have beei) outlined in the continuum (Hammer, 
1974); a cooperative interagency , committee in 
Texas explored the programs in four major metro- 
politan areas of that state to see what, local 
resources existed and what modifications would be 
necossary to make extended .services or prevoca- 
tional training available to deaf-blind children and 
youth. The members of the committee i'epresented 
the state education agency^ including consultants. 

• in' visually impaired services and vocational educa-, 
tion, fhc state services for the blind, and thh state 
vocational rehabilitation agency^ as well as public 

- and private agencies currently ^serving deaf-blind 
persons. The cochairpersons of the committee were 
representatives from the IRte agency for services 
to blind persons and the state agency Tor voca- 
'tiofial rehabilitation. In each of the fourcommuni- 
ties^all agencies known to 'have interests in 
workin^-^ith either deaf bhnd, or deaf-blincl 
person^ wer^^^ed tp attfend the meeting held in 
that metrop0litarNu:ea,JThe problem of planning 
(br extended services to-the current population of 
deafblind children w^slexpla1ne4; and all agencies 
represented were asked to sentl>4^er to the 
committee (a) to state whether or not tFfey^ould 
be interested in servii;ig deaf-blind persons ig^^^ 
prevoodtional program; (b) to»indicate whether or 
not they had deaf-blind persons curre4itly in 
training; and (c) to outline what then- agency^ 
would neetl in "the way of 'assistance'to modify or 
strengthen their program to provide services to 
deaf-blind persons. 

Committee - members who "Visited the various 
programs in Texas encountered a willingness on the 
part of focal program administrators to provide 
services to deaf-blind persons. Modifications of 
existing programs seemed to He * minor when 
conipared to this interest in developing a needed 
service. The basic modification involved the coordi- 
nation of services- among these agencies so that 
mg prevocational training program personnel 
Iwere aware of the deaf-blind population an'd their 
I 



Tuture needs. The agencies also need assistance in 
staff developnj^nt, particularly /in manOal com- 
munication Jor both staff and clients 'and, the 
develQpment of socialization skills for deaf-blind 
clients. J^ograrns whi^h would provide services 
needed to assist deaf-bhnd cfiildren in the^ transi^ 
flon from the educational setting to adult living 
situ2(j[ions were identifie'd in e^ach major irietropoli-,. 
fan area of Texas (Hammer, 1972). In fact, from 
this series of meetings, four programs spfecifically 
designed to provide prevc^tjonal Services to deaff- 
blind youth and adults #ere' develpped ^nd are 
now in o'peration^ • ^ • 

A" regionwide workshop was held ^ the South^ 
Central Regional Centeir to assess the service needs ' 
of^rsonsin vocational rehabilitation. From this 
meeting, a network was ou^liijed for referral of 
deaf-blind clients among agencies^ so that duplica- 
tion of effort would be minimized. A pilot 
prevocational prog'am was begun at the Callier 
Center for Comn^unication^ Disorders. Programs 
were also developed among agencies for vocational 
rehabilitation services and adult living situations. 
The Dallas ligl^thouse. for .the Blind ai)d the Tex4s 
-Commission for 'the Blind. established a vocational 
rehabilitation pro-am fo;- deaf-blind adults. Staff 
training and support^services were provided by the 
Natibnal Center for Deaf-Blind Youth ^nd Adult^ 
and by t)ie South^entral Regional Center for 
Deaf-Blind Children. Planfiing was begun for a pilot 
program in prevocational services at the Children[jt 
Convalescent Hospital, Bethajjy, Oklahoma, and 
the Arkansas Enterprises for the Blind, Little 
Rt)ck, Arkansas. Jht Higgi.nsville State School is 
planning a ^)revocational program for deaf-blind 
cljildrep. in Missouri. ' * ' ^ ^ ^ 

A series of meetings was-h^ in each^state in the 
region to- assess the priories and concerns of 
parentj, clients, educators, and vocational rehabili- 
tation personnel. The resuff* of this study indi- 
' cated that the areas of concent for services were 
ranked as follows: 

J , Socialization. The most frequently 'ranked 
category of need was in the area -of socializa- 
tion skills for the deaf-blind person. This need 
was expressed in terms of socialisation expe- • 
riences and opportunities, sel^-help skills, 
motivation of the individual toward indepen- ^ 
dent function, and work experiences prior tO 
enrollment in formal job training. 

2. Communication skills.^ The second most- 
mentioned category of need was in the area of 
communication^ skills. This priority seemed to 
delineate the need for deaf^lind persons to 
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^ have communication skills so tnat interaction 
- , might take place, 'as well as the need for 
professionals to have the skills., to communi- 
cate with deaf-blind clients. $ 
.^r^i^Community resources. Tlie third category was 
in Ihe area of community awareness and use 
qf existing community resources, including 
administrative commitment to develop and 
.provide services to deaf-4)lind persons, central- 
ized coordination of services and planning, 
advocates for services, lobbyists to present th§ 

. iiecds to decision makers, and the relationship 
r of educational and vocational rehabilitation 

, training programs clparly defined. 

4. Specialized personnel. A fourth category cen- 
tered on the need^or specialized personnejl to 
work, with deaf-blind youth, families, and 
communities. This need >fras also expressed in 

. terms of special programs for training per- 
sonnel, either through college-level training 
programs.^ or thro^ugh inservice, training pro- 
grams. Special services in terms of parent 
counseling, physiological assessment^of work 
skills, and individualized .planning wefe men- 
tionefl in tlie gfoup discussions. 

5. Special materials, special facilities- Respon- 
dents alsc'^cluded the need for special 
materials, particularly in the area . of assess- 
ment* of potential function of deaf-blind 
ybuth as they approached adulthpod. Special 
materials were needed to assist educational 
personnej in ^providing prevocational experi- 
ences to deaf-blind youth. Special facilities 
— -^W^re /neritioned as part of the need as well as 
umqtte placements for the deaf-blind person 
to move towaprd independent function. The 
child's .right to education and the youth's 
rigKt to. appTOpriate^'^Voeational training were 
included in^ese priorities, .as well as the need 
for appropriate transportation services to 
deaf-blind youth to attend programs. 

Front the^ data^^twi^^ilot programs for. pre- 
vocational services were established inlhe region. 
One* was located at the Children's Convalescent 
^^osp^tal in Be*thany, Oklahoma. This WJS an 
eSctended service program offering four major areas 
of training: (I jFsafety; (2) language; (3) sensoiy 
training; and (4) personal and social development. 
This program's function was to work with other 
educational agencies to provide, extended services 
to chDdren who were in need of more than the 
educational prog^m offered. Thus, a child might 
be in an^ academic program during^the day and 
attend th^^xtended services program on weekends 



or during the day after school hours. Deaf-blind 
^youth'who need i^ore services may also be assigned 
to the program throughout the week. Residential 
services are also available. Jhis program serves* 
deaf-blind J^outh and ad,ults in the metropolitan 
Oklahoma City area. 

A second prevocational services program was . 
established ^t the Higginsville State School and 
Hospital, Higginsville, Mi^ouri. This program was 
designed to serve' 14' deafrblind students between 
the ages of twelve and twenty-one years. The 
program revolves around work activities, activities 
of daily living, recreation activities, and parent and 
foster parent services. The underlying intent of this 
program was to esfabliah in* a typical *^school/ 
hospital for mentally retarded children a prevoca- 
tional services program that had the potential to 
serve deaf-blind children and youth. Evaluation ©f 
this program will center on the types of materials 
which could be adapted to meet the perceived 
needs of the pof5ulation, the.; progress made in ' 
socialization of deaf-blind students as a result of 
receiving additional services, and the modifications 
which would'be needed to develpp a prevocational 
program for (ieaf-blind youth and adults in a 
residential setting. 

Northwest Regioiial Center Activities 

The Northwest Regional Center f9r Deaf-Blind 
Children conducted a survey" of facilities to find 
those capable of providing prevocational and voca- 
tional training to deaf-blind persons.- Following 4his ^ 
survey,' initial programming was begun to integrate 
deaf-blind persons into vocational training pro- 
grams. Further efforts will be made to utilize local 
program resources to provide prevocational services 
to deaf-blind- youth in this region. ' 

Summaty ^ 

- In seven of the ten regions^jgribus activities 
have been undertaken to def^p the needs of 
deaf-blind adolescents in the transition from an 
educational setting to acceptance into a full range 
of adult living situations. Wjiile these efforts are 
only a beginning, they, offer Ifhe hope that relevant 
services will be develop^ffThroughout the nation. 
One could appropriately view the state of the art in 

^the area of prevocational services in a positive 
manner. The activities summarized in previous 
paragraphs indicate that the original inquiry goals 
have been addressed. The needs of the population 
have been defined, awarene^ of resources needed 
to provide services has been achieve*d, and initial 
programs in local areas are beginning to serve the 



adolescent population. Personnel in vocational 
rehabilitation have been made aware of the needs 
oC deaf-blind youth and adults and have responded 
in a positive mannef^in' offering to develop services 
appropriate'to this group. 

However, thp picture .is not complete without 
including additional activities\ being conducted 
outside regional centers for d^^f-blind children. 
The, current literature ^includes reports of three 
studies which Jiave direct impact on prevocational 
services to deaf-blind children and youth. The 
*M980r Is Now Conference" (1974) is certainly 
impojitant in pointing to ,]the need for forward 
"^thinking by those providing services to deaf-blind 
persons. However, the preliminary evidence fr^ 
the Abt study (1974)^dicates that future plan-» 
, ning has a retatively-Jow priority in developing 
services to severely impaired children and that the 
tendency is to serve fewer rather than more of 
these severely impaired children as they grow 
older. 

If this evidence proves to be true for deaf-blind 
adolescents, the concept of services to deaf-blind 
children, which has emerged over the past few years, 
will be negated* Planning and programming must 
continue* for deaf-blind children as they grow 
^ older. While most of^he program development in 
the past five years, for _deaf;blind children has 
^ emphasized case-finding and primary academics, the 
shift in the age and needs of the population require 
that programs be modified to meet the needs of all 
^ deaf-bUnd children as they grow older. A need for 
early childhood programs, for home programs, and 
for programs which emphasize academic opf)or- 
tunities will remain. An even greater need Will be 
to ensure that future needs are met with appropri- 
ate program services and that these programs 
continue as long as the deaf-blind person needs 
services. 

^ A study conduct^ by the Rand Corporation 
(Kakalik and Brewer^ 1974) raised U^^ue of 
whether the regional centers could ch»Bfcnough 
to provide full services. Rejgrettably, tois study 
generalized Trom a very small sample in trying to 
develop the concept of a regional -direction center 
to faciUtate services to handicapped children. Th# 

* study would have been more productive, perhaps, 

• if it had detailed how existing resources, such as 
regional centers for deaf-blind children, could be 
utilized to facilitate services. This would have 
directed attention to the ijeed *for any regional 
program to have the time to plan instead of being 
limited to immediate issues.* This would- have 
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directed prospective regional direction centers 
toward coordinatiog resources and utilizing^ the 
legislation and litigation in existence t© facilitate 
.services;, Such a recommendation woiM have been 
beneficial to regional centers for deaf-blind chil- 
dren in directing efforts toward assurance of 
quality services to deaf-blind i^ersons throughout 
their life span. By law, the regional centers are 
limited to serving the population twenty-one years 
Qf age and under. The regional centers will do well 
to meet this goal. Yet, at some time the regional 
centers must develop cooperative effojji to ensure 
that services continue as the deaf-blindcnild grows 
older. The issue Moes flot seem to be whether a 
framework ex^s for coordination of services; the 
issue seems to be whether the delivery of services 
will be relevant to the%opulat;oi^ to be served. 
Perhaps the encou»gemertt of coordination of 
efforts, the elimination of duplication of efforts, 
3nd the utilization of existing frameworks would 
be worth pursuit b^hose responsible for ensuring 
the delivery of seMces rele^nt rto the shifting 
needs of the population. In this n^nner, cufrent^^ 
programs, would be required to unuze resources 
such as the career tduc2Lt\onpipgrzinSy the Voca- 
. tional. Rehabilitation Act 1973 afid its amerid- 
ments. Part 625 of the Education ©f the Handi- 
capped Act, as welLas-Vhe Supplemck^LSecurity 
Income and related Social Security amendments, 
the National Center for Deaf-Blind Youth and 
Adults, and the state comprehensive education 
acts. ^ 

Only through the exploration of future |e- 
sources, investigation of service gaps, and clear 
definition of the needs of the, population will 
services which are beginning to emerge for adoles- 
cents and youth who are deaf-blind continue to be 
relevant. If all resources can be melded into a clear 
picture, if the points of activity really do join 
together to make a whole picture, continuing 
^ services .will be achieved. This truly seems to be the 
most pressing challenge to programs offering ser- 
vices to deaf-blind children in terms of immediate 
and long-range needs. The parts ar^^ there. They 
need only to be fitted into a total, responsive 
service to meet the needs. 



^ — '^^^^ References 

Assessment of Selected Resources for Severely 
Hartdicapped Children and Youth. Carp bridge: 
,Abt Associates, Inc., 1974, 



Brooks, L. "Evaluatidn of Deaf-Blind Programs,'* 
in Regional Program Prevocational and Voca- 
tional Services for Deaf-Blind Children and 
Youth, Denver: Colorado Department of Educa- 
tion, 1974. 

Carr, L. K., C. Zemalis, and W. J. Evans. Precareer 
Curriculum Guide for Deaf-Blind, Parts 1, 2, an* 
3. Berkeley.: California School for the Blind, 
1974. - 

Hammer,^ E. K. Critical Variables in Programming 
for the Deaf-Blind ^hild Report of the proceed- 
ings of the forty-sixth meeting of fhe American 
Instructors of the Deaf, Washington, D.t., 1974. 

Hammer, E. K. "Deaf-Blind Clients: A^Behavioral 
Model of Rehabilitation Services," in Deafness 
Annual. Edited by A. G. Norris. Silver Spring,- 
Md.: Professional Rehabilitation Workers with 
the 'Adult Deaf, 1973. 

Hammer, E. K. Texas Statewide Survey of R^- 
bilitation Facilities for Deaf-Blind Pmfns. 
Dallas: Callier Center for Communication Dis- 
orders, 1972. 

Kakalik, J. S., and others. Improving Services to 
Handicapped Children. Santa Monica: The Rand 
' Corporation, 4 974. ' 

LaPorte, R. Final Report: Planning QpeAtional 
Programs in Prevocational Education for Deaf- 
Blind Children. Hartford: Oak Hill School 
1974. 

Laski,'"Frank. "Basic Legal Aspects of Planning for 
Deaf-Blind Persons," in 1980 Is Now: A Confer- 
ence on the Future of Deaf-Blind Children. 
Edited bv E. E. Sherrick. Los Angeles: John 
Tracy CllBib, 1974. ( 

1980 Is Now: A Conference on the. Future of 
Deaf Blind Children. Edited by C. E. Sherrick. 
Los Angeles: John Tracy Clinic, 1974. ^. 

Normal Deyelopmental Scales. Edited by Barbara 
Franklin.. -San Francisco: San Francisco State 
College, Department of Special Education, 
1974. 

Personnel in Deaf-Blind Rehabilitation. Edited by 
J. R. English. Dallas: Callier Center for Com- 
munication Pisorders, 1974. 

Stark, J. "V4pcational Evaluation,*' in Final Report: 
Regional Plannirtg Program Prevocational Voca- 
tional Sep^ices for Deaf-Blind Children and 
Youth Denver: Colorado Department of Educa- 
tion, 1974. 



5 



O 204 

ERLC 



215 



Vocational Rehabilitation 
for Deaf-Blind Yoirth and Adults 



Louis J 

Assistant Directo^, Natiojial Center 



Bettica 

for Deaf-Blind Youths and Adulte 



Throughout the nation and, in fact, the world, 
the overwhelming problem inhibiting efforts to 
offer vocational rehabilitation services to dea/- 
"biirtd people has been the inability to believe that 
these efMKs would be successful. Few people* 
believed deaf-blind individuals could be prepared 
to enter or reenter the employment market. 

Statement of the Problem 

The professionals responsible for administering 
rejjatrilitation services to the deaf or the blind have 

^generally considered the cost of sponsorship and 
the unpredictable results to be unacceptable. They 
used the rationale that the money could be spent 
on others less handicapped, thereby enabling them 
to serve more handicapped people. Deaf-blind 
people themselves often did not feel that they 
could return to work or benefit from rehabilitation 
services, and they remained at home where they 
were cared for by relatives.^ 

Yet vocational development or habilitation fol- 
lowing the onset of any handicap is part of the 
ongoing process of human growth.. It is not an 
isolated process. Much of the success in the 

; guidance of someone toward a vocational goal 
must in many instances build upon the individual's 
life experiences. The onset of the handicap, the 
education, and the life-styl^ of the individual, in 
many instances, are a barometer of the individuaPs 
future succe^ However, the complexity of nature 
and the inner resources and drives of the human 
being make it imperative that each person be given 
adequate vocational evaluation and counsdtlng. 
Each deaf-blind person must be seen as a tptal 
individual, and a plan for vocational development 
or rehabilitation must be developed that would 
maximize his or her skills and enable him or her to 
secure the best eniploynfient opportunity possible. 



Each deaf-Hind person is ndt only unique from all 
other deafyblind individuals, ^ut she or he, unlike 
most other handicapped* people, has for most life 
experiences depended upon external resources for 
his, or her well-being. Psychosocial appearance arid 
imdiness for vocational training is often a reflec- 
^on of the past services extended, and agencies, in 
* developing or initiating vocational services for the^ 
deaf-bUnd, must be prepared to help adults who 
may lack education and early developmental expe- 
riences and who may come to the agency after 
many years of almost total isolation and, for all 
practical purposes, without any means ©f com- 
i^iiinication. ^ 

Paat Efforts at Rehabilitation ^ 

Si)|£e the loss of sight and hearing is so isolating, 
social anb recreation training must be an integral 
part of any comprehensive program. The person 
with the totalloss of both sight ^nd hearing is the 
only handicapped individual who cannot sit pas- 
sively and be entertained. For this reason, he or she 
must learn the skills that would enable him or her 
to consftrucfrvely utilize the after-work hours; 
otherwise, a seerrftigly successful* placemei^ can 
quickly become a failure* 

The Industrial Home for the Blind 

Although .efforts on behalf of the severely 
^handicapped have increased, substantially since 
World War -II, the Industrial Home for the Blind of 
Brooklyn, New York, has stood, until very recent 
•years, virtually alone in the belief that deaf-blind 
people could benefit from rehabilitation services 
and enter into employment. 

The Industrial Home fof the Blind has offered 
employment to deaf-bliiYi' people in its workshops 
since .1920, but it .was not until 1945 that the need 
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for a formalized training program was recognized. 
\The deaf-bUnd population at the Industrial 
Home for the Blind needed a special department to 
develop a more comprehensive program of services, 
to enable deaf-biind clieftts to more adequately 
utilize their leisure time, and to more advanta- 
geously utilize the other services offered. 

On June 27, 1945, at the formal opening of this 
department, Helen Keller made the following 
statement: . * V 

During about a lifetime, it has been the desire of my 
-"•-irtart to Ymd a friend with means and sympathies big 
enough to take in the unsheUered, uncomfortedexilps of 
the silent dark, and now Heaven smiles upflfTme' as I 
witness niy Jong prayer answered in the deaf-blind 
people here who are loved, who >vork and sing at their 
tasks though outwardly mute. ' - ^ 

Trainees for the first formalized rehabilitation ' 
training program were referred to the Industrie 
Home for the J|^d from various parts of the 
country. Most oi these trainees were congenitally 
deaf and adventitiously blind (Usher's syndrome). 
Since existing .workshops for the blind or the 
handicapped showed virtually no interest at that 
time in the employment of deaf-blind people and 
there were no opportunities in competitive indus- 
try, most of the deaf-blind persons referred to the 
Industrial Home for the Blind were employed iri its 
own workshops and lived at its residence. 

Between 1956-1958 the Office of Vocational 
ReHabilitation conducted a study of /the program 
for deaf-blind persons at the Industrial Ifome for 
tbe Blind. One of the major findings df tliis project^ 
was- that deaf-blind people could served best 
through regional centers. Because of the relatively 
small number of deaf-blihd adults,, most workers 
had great difficulty in gaining the knowledge and 
skill necessary to work with this' ^Oblp. Some 
workers would have only one or two ileaf-Wind - 
clients throughout their career. Also, Because of 
this lack of experienced personnel, loc^l rehabilita- 
tion centers could not readily accept deaf-blind 
clients into their programs. Reg^nal centers 
appeared to represent one way t9 /^^ng together^ 
the number of trainees necessary^ lo/)*velop a staff* 
. with the experience necessary ^ to g^ both confi- 
dence and competency. ^ / 

Funds were made available ,at |^t time by the 
U.S. Department of Health, pdut|ftion, and Wel- 
fare to develop regional rehc^bilitjfioti centers for 
the adult deaf-blind. However, ojly the Industrial 
Home for the Blind responded toftiis appeal and in 
1962 joined with the Sociaf ReMbilita tion Service 



to- establish the Anne Sullivan Macy Service for 
deaf-blind persons. . * - . . 

The Anne Sullivan Macy Service • ^ 

t 

The Anne Sullivan Macy Service project was 
structured to serve a 15-state area from Maine to 
North Carolina, but adults from outside the area 
would be served if they could be fit into the 
program and if no local resources were available to 
them. ' * 

The maj^or objectives of this service were four- • 

fold: Sy 
•l.To demonstrate a pattern of comprehensive-^ 
services'that would maximize development of 
the rehabilitation potential of deaf-bHnu 
adults 

2. To demonstrate the ways in which state and ' 
local rehabilitation agencies could cooperate 
with each other and with the regional service 
to the deaf-bhnd, thereby paving the way for 
development of ongoing community-based 
rehabilitation programs for this client group 

3. To conduct programs of research ,and study 
that would add to the sqm of knowledge 

• about the deaf blind and hoW their rehabilita- 
tion could best be accomplished 

4. To establish tested service and administrative 
procedures \OVi a regional scale that might 
stimulate and guide tht establishment of 
similar programs in other parts of the United 
States 

The Anne Sullivan Macy Service was originally 
scheduled as a five-year project planned to termi- 
nate in xl967, but it was continued for two 
additional years in anticipation of the 'development 
of a national service. During the closing months of 
the project^ a follow-up survey was made of the 
171 clients who had received partial or comprehen- 
sive rehabilitation _ services. The survey was de- 
signed to ascertain their social and vocational 
• status after rehab^itation. 

Not all of the! 171 clients received comprehen- 
sive rehabilitation experience. In some cases this 
was because clients did not n^ more than a few 
specific services iand, once identified, these services 
could be proviJded by the local" community. In 
other instance^ clients did need and could have 
benefited froi^ comprehensive rehabilitation but 
were not able/ to leave their Communities due , to 
family reluctance or lack of agency sponsorship. 

The client case load was not hand-picked. The 
project accepted all who met the gross criteria of 
deaf-blindness. Indeed, any doubts concerning 
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eligibility or feasibility were resolved in favor 'gf 
accepting the -client*. The median age of those I 
served was close to 50^ so it 'may be conej:i\y^ 
inferred' that* half of- the Anne Sulhyan Macy 
Service clients \yere in advanced middle age or 
beyond. ' . . *^ 

Looking at the overall picture,, the follow-up 
survey demonstrated^ that the effects of rehabilita- 
tion tend .ta persist oyer a long period arid that the 
' behefTts^ Achieved through rehabilitation can be 
expected to continue indefinitely if the proper 
service supports are made^vaila'ble in the commu- 
nity. The Anne Sullivan Macy Service had oot only 
benefited the number of ' deaf-blind people it 
servedj fot its success was evidence that a national 
program in cooperation with other' agencies 
throughout the country was feasible. 

The National Center for Deaf-Blind Youth&and Adults 

An amendment to the Vocational Rehabilitation 
Act of 1967 established the National Center for 
Deaf-Blind Youths -and Adults to provide serykes 
to deaf-blind youths arid adults and to those 
agencies offering service to this group, and the 
Industrial Home for the Blmd was selected to 
operate Ithe center which started in June 1969. The 
center currently has five-field offices throughout 
the country and affiliation with three other agen- 
cies is under consideration. 

Eligibility for entrance irjto the rehabilitation 
training pro-ams is Lmited to those deaf-blind 
persons whose visual and hearing losses fall within 
the fqtlowing definition: 

Deafness is defined as a chronic impairment of hearing 
so severe that most speech cannot be unde'rttood, even 
with optimum amphfication. Blindness is defined as 
central visual acuity of 20/200 or less m the better eye 
with corrective lenses or central visual acuity of 20/200 
if thefe IS a field defect such that the peripheral field has 
been contracted to an extent that the widest diameter of 
visual' field subtend an angular distance no greater than 
.20de^ee^. ^ ^ 

ft ^ 

The single major functional ci^rifl for entrance 
into the national center training pr6gram is that 
the individual can care for his or her personal 
.needs. Entrance is not based on an educational or 
language requirement. 

0|?viously, one or two facilities cani^t be all 
things to all people: therefore, the policy of the 
national center from its inception has been to 
encourage other - agencies and their workers to 
develop much-needed services in their local' area. 
With the encouragement, support, and active help 
from the regional representatives, many agencies 



are now rendering the type o^ service they did not ' 
consider possible 'four or five years agO. Regional 
representatives are always available to any agency, 
s for consultation, staff activities, development of 
communication skills, assistance with a specific 
client or case conferences, and sp forth. , 

The national center offers a one-week -program ' 
of Training in Services to De.af-Blrfid' Youths and 
Adults to workers who are likely to Work with 
deaf-blind persons. This program includes four and 
a half days and three evening3of training: lectures, 
seminafs, observation, and practicum. It develops a 
useful degree of expertise in serving deaf-blind 
persons. The participant becomes more confident 
in his or her ability, to serve the deaf-blind and . 
more aware *of the feasibility of serving them. 

In addition, the community education depart- 
ment of the national center tecognizes the rOle of 
the press and other media in developing, increased 
interest in the deaf-blind. Ramphlets explaining the 
services offered are distributed, and the depart-;* 
ment publishes the NAT-CtA'J NEWS, printed in. . 
large type and braille for deaf-Blind people around 
the country. The national center also transcribes 
the A^evv York Times daily news resume into braille ^ 
for nationwide distribution to deaf-blind people. In 
addition, devices specially adapted for deaf-blind 
people are stocked for use. at the national center. 

Research is still in the beginning stages. Cur- 
rently research is directed toward the development 
of* devices that are needed by deaf-blind people to 
enable them to lead more active and independent 
lives. 

The national center also has responsibility for 
compiling a national register of the deaf-blind 
children and adults in the United States. One of. 
the anticipated benefits of the register is that it will 
help* to determine the types and extent of services 
needed for the number of deaf-b^ind children 
requiring adult services in the 1980s. 

^ The Anatomy of the Rehabilitation Process 

Rehabilitation training is a step-by-step process 
which builds upon the experiences of the indi- 
vidual an/ the progress made in the program. The 
five steps in vocational rehabilitation include: (1) ^ 
pretfaining ^valuation and planning; (2-) prevoca- 
tional training; (3) vocational training; (4) place- , 
ment; and (5) follow-up. Although all of these ♦ 
steps can take place in pne facility, more likely 
several facilities will need to be utilized. 

For many dcaf-hlind people who function on a 
low level and whose tolerance for change is low, * 
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the desirably situation would be to avcyd movement 
to different facilities ^nless absolutely necessary. 

« Pittraining Evaluation and Planning * 

. ' To determine the vocational rehabilitation plans ^ 
for any ddaf^lind person seeking help, one should 
^now not only thp individual's aspirations but also 
wha\ skills and abilities the individual has. In most 
jastances, dpaf-blind people have no. idea that they 
are employable. 

'Regardless of iM vocational g9al of the client^ 
the counselor must stress the neect^for the deaf^ 
blind person'pto meet at least the nlinjpium criteria 
-for, acceptance into further training programs or 
entrance into a specific vocation^] program. 

Although some planning can be accomplished by 
* vworkers meeting, for the purpose of discussmg, 
direction and alternatives, evaluating the deaf-blind 
person's skills and potential for*employment can- 
not l?e an armchair decision. Every' individual has a 
right to the services of professionals skilled in 
making these^assessments in a facility in which the 
individual can demonstrate his or her ability. 

The pcetraining evaluation is designed to^ deter- 
mine the individual's readiness to move away from 
home 'to a- center ancTtp determine "Whether he or 
' she meets the entrance criteria of the rehabilitation 
cen'ter. If the individual does'not show a readiness 
to leave home or does • not meet the entrance 
requirements, a program in the -home should be 
.planned for him of%?r, ' , w 

Evaluating' the deaf-bliHd person has to -be' as. 
' exact as possible because the deaf-^lind person has ^ 
virtually no opportunity forsS second evaluation. 
To determine that a person 15 incapable of moving 
^ into a training program may condemn that ii^- 
vidual to a life of idleness. An error in asse^nrcnt 
may place the individual in an unhappy situation 
or direct him or hei 'toward a g6al that he or she ' 
could iWfer att|ifi.' . * - v 
V the evaluatioi^ which should take place in a 
center, is .designed to- determine whether Mhe 
: irrdivjdual can proceed toward his- or her objective 
an^ to deterhiine what type of tr^ning is requite^ 
It should also serve .to sliest ajt^ative goals rr 
the individual proves 'incapable of achieving his of 
her objective.* <^ — V" ■ 
The evaluation process at the national cS^t^ for 
' a deaf-blind person is a six-^'eek program' that 
tovers the following areas: (1 ) mobihty; (2) a(ftivi> 
ties of daily living; (3) domestic science; (4) 
eommunicatiort skills; (5) work activities; (6) home 
repair; (7) . physical^ condition; (8) Speech; (9) 
hearing; (10) Vtlfen; (11) general health; (12) 



medical; and (13) psycholo^cal tidjustment (see . 
page 216 for an outline of skills tested in each 
.area). ~ ' ' . ^ 

Prevocatio'nal Training 

Prevocational training conventionally consists 
of vocational guidance, vocational exploration . 
through observing and/or actually sampling occu- 
pations, and learning and applying the principles of 
time and motion economy and of safety at work. 
Such elements olprevocational tr3tning b^ve appli- 
cation to the »nitig of deaf-biind youths a/id 
adults, "^ut they require' imaginative adaptation. 
They must also |?e sOH|fl^ented with intensive 
training in many ?reas of general functioning whicji 
ordinarily provide o1ily a minimal challenge id the. 
nonhandicapped youth ' and adult. A deaf-blind 
'person with neither useful hearing nor sight must be 
literally 'trained to ^aintain his or her equilibrium, 
to walk with a normal gait, and to tactually use 
reference points in ^his or hef environment effec- 
tively. Tlie trainee must be to develop 
tactile perception of kinesthetic learning and kines- 
thetic Memory. A deaf-blind youth cannftt learn 
work discipline, as' easily as the nonhandicapped 
youth. He or she cannot learn it* by observing the 
behavior of others at work. Therefore, he or she 
must be taught the importance of applying himself 
or herself adequately and consistently to his or her 
work,4he importance of remaining at work for the 
prescribed periods of time, the importaace of 
' resisting distractions^ and the qualitative and quan- 
titative requ^ements.of the work, DaQger points in 
the w^ork position and in-the general WG*k environ- 
ment must be pointed out to him or hef, and care 
must be taken to be sure^that he or she Wtows hbw . 
to avoid theru and understand% the consequences 
of failing to avoid them. The ckaf-btindyouth, top, 
must learn to cotnmunicate wtth the nonhandi- 
capped co-workers and supervisol^ through metb- 
pds that, do not require special training on their 
part. Jie or she must 'learn, to tolerate th"^ slowness 
of such communication, to cope with the frustra- 
tions induced by those Umiting conditions of*his op 
her handicap that cannot be reduced, arfd to accept 
with good grace' the occasional thoughtlessness of 
co-workers and supervisors.* In essence, he or she 
must understand and d^af with the reality 4h5t his 
or^Her acceptance by otj^^and his briber, ability 
* to make a contribution ^^pvork and in his or her 
community will depend on his or her readiness to, 
go jT^ore than halfway in accommodating othere 
and in developing their goodwill. ' . v. 



ERIC 



208 



* / 




2iy 



Much of. the content of^prevocational training 
program is important to everyday living, and, 
consequeritly, every deaf-blind trainee shoilld be 
provided with prevocational training adapted in 
scope ^and intensity to his or her special abilities 
and needs. ^* ^ 

Prevocational training may be defined as training 
designed to develop readiness to engage in either 
vocational training, skilled work, higher education, 
or remunerative employ^nent^ in* semiskilled or 
unskilled work and to meet the social demands 
entailed in the successful pursuit of remunerative 
employment regardless of the skill required to 

periform the work jtsglf. , 

No rehabilitation center qan hope to maintain 
md facilities necessary to provide compe- 
tent instrit€ti&!K^ all of the vocations into which 
deaf-bhnd individu^kjtiay enter. The responsibility 
of, any rehabihtation agency serving deaf-blind 
individuals is to be prepared to refer these persons 
to the appropriate facility. 

On the basis of the evaluation and recommenda-. 
tion of the staff, tfie trainee is assigned to an 
individuaHzed training program. This program is 
designed to eliminate weaknesses, to refine skills, 
to provide opportunity to experience work tasks, 
and to develop a healthy attitude ^toward employ- 
ment. Through supportive rehabilitation counseling 
' and casework services, the individual 'works through 
his or her feelings toward his or her handicap and 
is helped in taking part in realistically planning . 
Tulure vocational ggals. . . * 

' Vocational Training 

Vocational training opporfunities for the deaf- 
.btind are extremely limited. For most deaf-blind 
people, vocational training will consist of work 
experience or on-the-job training in a workshop 
setting or in a competitive plaC:ement. This pro- 

- vides the trainee with a specific skill and provides 
the counselor with the opportunity to observe the 
work performance of the individual within a work 
setting.* It will be up to the counselor to continue ^ 
the assessmeiTt individual in relation to the 

^standards hf the workshop or potential employer. 
Observation is made of the individual's attitudes, 

, attendance, })unc{uality, and quality and quantUy 
of work. In addition, thdfcounselof has an oppor- 
tunity t<5 observe the' individual's general work 
habits and functioning at'and away frOm his or Kcr 
work station. - ^ 

* A trainee lHay be s/^nL to one of the Industrial 

, Home for. th# Blind workshops for this work 
exiJeridhce when he or she reaches 4 point at which 



either vocationalj counseling or social casework is 
no longer neces^ry. Ultimately the trainee's work 
performance anA conduct at work determines his 
,or her capabilitieXfor working in a workshop or in 
competitive employment. * ' 

Although many work t^ks in' a workshop may 
be ^Df an industrial nature, they, provide th^ 
imaginative co^selor the opportunity to deter- 
mine whether the individual has the p^zuential 
r^aources to be a candidate for office-typefemploy- 
ment or to enter into an educational pr6g 

For those who have academic backgromids, 
educational facilities may provide the type 
education or training^ necessary to prepare the 
-deaf-blind person for a specific pro^sional career. 
At best, college work for deaf-blin^ pepple, even 
those with useful vision, is difficult. Special assis- 
tance must be given for interpreting in class and 
after-school studies. Few people are aware of how 
enormous the task is for the totally deaf-bUnd 
person to attend college and participate in a 
satisfactory manner. Success usually requires a 
minimum of four hours of supportive services for 
every one hour of school attendance by ^uch an 
^ individual. ' ' ^ 

^ Placement • . 

r ' When all the data are gathered and the client's 
training is almost finished, the national center's 
rehabilitative counselors increase the frequency of 
fheir con|a<fts with the referring counselor. The 
referring counselor, until this time, Jias been kept 
informed of the client's progress, and evidence Tias > 
been developed regaujing the type of placement 
that will be appropmte.« By this time, decisions 
have been made relative to the specific type. of 
, employment most suitable for the individual con-^ 
sistent ^WlTtv-Ws or her educational, 'vocational, 
emotional, and social development. 

^ Competitive employment falls withinfour major 
categories: (1) industrial employment, (2) white 
collar employment; (3) professional employment; 
and (4) self-employment or family business. The 
wor]j^ tasks included in these categories mi^t be 
'Unique and quite possibly one-of-a-type, since they 
fit into the special skills, background, and locale of 
the cUeht. The types of j6bs available in compe^ti- 
tive industry include the following: 

Industrial 

, Automatic powdr press operator 
Bench assembly worker . 
Bookbinder 
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Boring Aiachyie operator 
Bulk mail handler 
Bus boy 

Circuit board assembler • 
Counter sinking 
*Debumng-hand and lathe 
Dishwashing machine operator 
Drill press operator 
Electric screwdriver operator - 
•Electric stapling machine operator 
High speed Sissembjy line (bicycles) 
High speed boom operator 
Ho^ital kitchen worker 
Laundry worker* 
Milling machine operator 
Mimeograph^ljiachine repairperson 
Mop winder ^ 
Soldering worker 
State vending stand worker 
Subassembly worker 
Tapping-machine opierator 
Tube polisher ' 

White coOar work 

Braille proofreader 
General worker, braille library 
^ Heavy duty mail handler ^IT \ 

Mailroom worker 

Office, worker . 
Retail salesperson * * — 

Thermaform operator 

Professional work 
Administrator 

Computer programmer ^ 
Public relations worker 

Rehabilitation teacher-counselor ^ 
Student guidance counselor 

Teacher-correspondence worker ^ ' 

Teacher's aide 

SeEf-emplc^^ or family business , « 

Chair caning ' . , 

Egg prQikrcin^mistne^ 
Farming ^ 

Handicrafts * ' ^ . ' 

^Includes: flat iron feeding and receiving, sorting and separating 
Imesy and folding 

Many deaf-blind individuals can develop enough 
skill to work in an industrial setting* a few can 
achieve ' enough skill or edufcation to become 
employed as white collar workers. Occasionally an 



individual will be capable of obtaining a profes- 
sional position. The ^greater majority of deaf-blind 
people will he incapable of succeeding in white 
collar or professional employment, but some will 
be capable of performing job tasks similar ^o their 
sighted and hearing co-workers. 

Although* the Anne Sullivan Macy Service • 
achieved a breakthrough by placing a number of 
deaf-blind peoble in competitive employment j(and 
the national ^nier has achieved greater success in 
this area), workshops still offer the jbest opportuni- 
ties for fh^^eatest number. More recently w8fk- 
activity type workshopSs have become a recourse 
for those whol are unable to meet regular workshop 
standards, / ♦ 

Whether placement is in a worksbpp or in 
competitive industry, the individual mustl>e moti- 
vated toward employment and have an'interest in 
and an awareness of, quality and produ'^tion stan- 
dards. These characteristic^ are minimal for w(^* 
shop placement. / 

Peter Salmon, spewing to the National Rehabili- 
tation Convention ClpS), made, the following 
comments regarding mt characteristics of deaf- 
blipd people iii competfxive jobs at that time: 

1 . They are emotionally ready for competitive 
employment. / 

2. They have mobility. 

3. Their skills are adequate. ^ 

4. They retain ^me useful vision, (Relatively 
' few. totally /deaf-blind persons cmitinu^d to 

maintain y^uccessful competitive eipgifijc 
inent.) C ' ^ • 

5. Their blinc^ness is slowly progressive rather 
than of sudq^n onset. 

6. They tend to be emotionally 'stable and 
well-integratecl individuals. \ 

We have observed ' a number of situations in" 
which a deaf-blind pWson lacking one or more of 
these characteristics has still beea able to achieve 
success in industry. In\ these instances, the deaf- 
blind rriaividual had some fecial assets. Some of 
these assets "were: (1) a\ special skill or* talent 
hi^y desired by induttryXand ilSually developed 
prior to therf' onset of the^cond handicap; (2>, 
unusually /good ;;nanaal dexterity; and (3) special 
transportation resources* \ 

Plaoejiieiil at the' l^atioiujl teftter \ 

Placement at' the national .cenW is- unique 
because i< is not done directlj[.*in mpsi^ cases. The 
placement coUtiselor's.respposrBility at tHe national 
center is to^ work with the professional staff and 



help them prepare the client foe job readiness. The 
placement counselor consults with the rehabilita- > 
tion counselor to find out where thefelient stands 
with regard to his or her completion of the 
program. 

The placement coun^lor must be aware pf the 
client's total ability. This includes any physical 
limitation or ophthaltnological restrictions as well 
as the individual's overall industrial functioning at 
a rate commensurate with his or her potential. 
Because the clieTit'does not always^i^ter competi- 
tive employment, the placement counselor, should 
be aware of the client*s abilities for other types of 
employment. The counselor often must convince 
the sponsoring agency's counselor that his or her 
client has gained the abilities needed to enter s^jg^ 
level of employment. The placement process then 
becomes a two-man team effort 

The sponsoring \founselor is asked lo take the 
initiative and establish employer contacts prior to 
the placement counselor's arrival in the home 
community.' These contacts economize time and 
enhance the opportunities for placement; The 
sponsoring agency's counselor has been kept in- 
formed of the Client's progress during his br her 
training by extensjve and detailed narr^ive reports 
sent by the n^anal center's vocational rehabilita- 
• tion counseloi# 

The team approach to the placement process 
should be rehearse'd by Jhe individuals involved. In 
most situations, the sponsoring counselor is en- 
couraged to^take tbe lead in opening the conversa- 
tion with the prospective employer. This discussion 
can vary but for th,e most part it should deal with 
the agency's involvement With the client and his or 
her sponsorship at the national center. At appro- 
priate times during the initial' contact with the 
' prospective eYnployer, Ihe national cente/'s coun- 
selor will often disctKS the particular client's 
abilities ^nd how the training progfam at the 
national center prepares the client to undertake the 
level of employment bemg sought. Both counselors 
should be prep»ed to oope with any objections 
offered by^tbe prospective employer. In addition 
to this, the placemejit counselor from the national 
center .will offer assistance with the' plant survey 
and job analysis to assure the prospective employer 
that the client can negotiate the plant. The 
counselor will point' out the client's mobility skills 
and demonstrate during the job analysis |iow the 
client can perform the' job. Some of the factoid 
that are pointed, out to the prospective^ employer 
•are the client's possible perfcrrmanc^ and the 
built-in safety factors pf any macl;\inery and similar 



operations; performed during the training peripd. 
The prospective employer' should ^be informed ^of 
the elientV ability to transfer skills learned at the 
national center to an actual job in industry. The 
prospective employer ^ould also be told. if the job 
is not feasible for the cli^ot. tjowever, the prospec- 
tive employer should be dncQuraged ' by both 
counselors to continue. to seanch for another jeb 
which might be feasible. . 

Following 'are three ex^ples of how the pjace- 
mtent counselor at the national center has^ become 
involved ir^ the actual placement pri)cess: 
« 

1. Client (A) was nearing the completion of his 
training ^t the national center. He was a ^ 
•mature man with several years of experience 
as a clerical worker. His maturity and previous 
work experience. did not warrant his receiving 
any pr^tical work experience at a workshop 
Wiring his training at the national center. ^ 
Therefore, after completing all areas of train- 
ing at the national center, he was to return to 
his home community and seek out, employ- 
ment. 

In this particular case, the home counselor . 
iiad little .or no experience in placing blind 
people in competitive employment and none 
in placing deaf-blind persons. This alerted the 
placement coynselor and his supervisor to the 
fact that placement might take longer because 
' initial ground work would havg/tcf be done 
when the placement counselor arrived in the 
home community. 

T\ft client's abilities were kaowrt to the 
national center's placement counselor, and 
they were discussed in detail with the spon- 
soring agency's counselor. Through these dis- 
cussions, the local cqunselor developed an 
undei^tanding of the- client's abilities and 
started to list agencies which could be con- 
tacted ^ and should be helpful in offering 
suggestions on job leads. These agencies in- 
cluded the local employment service, the 
Chamj^er of Commerce, a*nd a church orgatii- 
'.zatioril Through various periodicals; such as 
^ the State Employment Directory, newspaper^, 
and personnel contacts, a job was found for' 
the client in one week. The placement coun-* 
selor at th^ national center offered to stay 
with the cliefR. during his first few days of 
emplo^pient." DuiTtfi^ this time the client was 
• oriented to the job '^md^the commupication 
barrier was lessened becaftifi^ the placement 
counselor worked with the "blient's fellow- 
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employees and supervisor, demonstrating tne 
best means of communication with the cbent. 
After the national center's placement coun- 
selor was assured that the' individual showed 
potential for meeting the competitive stan- 
dards of employment for this particular com- 
pany, he had a^ meeting with the counselor 
and management staff, assuring them that the 
client would be a good worker and producer. 
During this meeting he pointed out that the 
local counselor would be responsible for 
conducting a complete follow-up program. He 
would also be available in the 'event he was 
ijeeded. TJie national center's placement court-* 
sjelor assured both parties that he, too, would 
• be mailable, if needed, 

2. Client (B) completed the national center's 
' training program, ^was recommended for com- 
petitive employment, and returned to his 
home community. Unlike mc^t of the clients 
who are sponsored by commissions for the 
visually handicapped, client (B) was spon- 
sored by a general ag^cy. Therefore, instead 
of the regular placement counselor resworn 
sible for placmg handicapped people, the 

^general counselor became involve. 

Although the local placement counselor' 
had many frustrations during t|ie week in 
attempting to arrange employment contacts, 
he made the placement without the direct ' 
inwlvement of the national center's place- 
ment counselor. He had made both the plant 
survey and the job analysis. He made^the 
decision to place the^ hidividual on the job on 
the basis of the report ^-from the national 
center's vocational rehabilitation counselor 
and his discussions with the national center's 
placement counselor. Client (B) is involved in 
the group incentive plan m his department. 
He operates a counter-sinking machine,- tap- 
ping machine, and multiple-spindle drillj^ress. 
\ TJie local counselor conducts an extensive 
Mollow-iip program and keeps the national 
center's placement counselor informed of the 
progress of client (B). 

3. In the ca^e. of clfcnt (C), t0 placement 
counselor frx>m the iiational center too\$. still 
another approach. Again, the client returned 
home with the reco^nmendation for competi- 
tive employ ment/However, the sponsoring 
agency's counselor-had to work Ihrough the 
agency's placement cor$ultant. Unlik^ the 
case of client (B), the cou^lor was inyolved 



not only in the plant survey and the job ^ 
. analysis but was also involved in the preem- 
playment physical, orientation, and personnel 
procedures. 

^The local counselor and the placement 
counselor from the national center convinced 
the placement consultant in the home^ com- 
munity of the client's abilities. The placement 
consultant drew upon his own resources and 
accompanied fhe placement counselor from 
the national center and the local vocational 
rehabilitation counselor to a plant whfere he 
knew the personnel. 

The plant survey and job analysis were 
/ carried out by the placement counselor from 
the national center. He decided that client (C) 
could perform- the duties. This particular job^ 
involved operating a single spindle *.drill press* 
As the job analysis was l^ing/ done, the , 
national' center's placement counselor wa^ 
able to point out to the foreman and other 
plant -personnel that the job could be per- 
formed by a deaf-blind individual. He gave 
each of the individuals a sample produced in* 
the training program by the client. 

After a commitment for employment was 
obtjiined,^the local vocational^ rehabilitation 
counselor then assisted the client with his 
preemplpyment physical and personnel and 
orientation procedures. The national center's 
placement counselpr stayed with the client 
until the client (C) had demonstrated the- 
potential to meet the^ competitive standards 
required by the'corap^ihy. As in all cases, the 
local. yocational rehabilitation counselor as- 
sumed the responsibility of a follow-up pro- 
gram. . , r ^ 
The national center also responds to^retfuests by 
other agencies for assistance in placement when a 
deaf^blind person has received rehabilitation train- 
ing- at an agency other than the national center. 
Before the placement counselor from the national 
^center becomes involved in employer contacts, 
however, tlje agency making the request must 
convince the' placement counselor that the client 
has the ability to meet the standards of that jevel 
of employment bejng sought. If this criterion has 
' not been met^ the national center's placement 
Gountelor will suggest that the rehabilitation agency 
make arrang^ents for the client to gain additional 
work experience. 

The placement counselor's role often goes b^. 
' yond employer contacts, plant surveys, job anal- 
ysis, orientation of the client to the job, and direct 



212 



223 



or indireqt * follow-up. He of she is •often called 
upon to involve other agencies, |jich as agende^ for ^ 
the deaf/blind, church organizations, local servjce 
clubs,' and social service agencies, in seeing that the 
resettlement and/or relocation proceeds as smooth- 
ly as possible* The overall goal is to have the client ^ 
become a member of the community. The national 
center regional representatives assist in (his process. 
This assistance by the regional representatives may. 
preceed the client's return to hi$, or her home 
community, in which case it becorrtes a follo>y- 
through process for the placement counselor. The 
placement counselor can also initiate some social 
contacts, offer suggestions for.future contacts, and - 
ask the regional representatives to follow through. 

FoUow-up ^ 

A^cofrtroversial pofnt in placement services is 
whether tjf^ot .professional contact sjiould be 
maintained with the hnndioappcd^client once em- 
ployment is secured. The polity -of the national 
center, based upon years of exp*erience, ^s that 
contact and/or observation of the employed deaf- 
blind person should continue. FoUpw-up oontacts 
hSve proven to^be as necessary as any other aspect 
of rehabilitation. 

Through follow-up contacts, the counselor can 
often detect and correct a problem which was 
undetected or overlooked initially. Small jjroblems 
iSay develop fnto problems which seefn too large 
to be solved, and this may lead to the dismissal of 
deaf-blind workers. 

Resources *, * 

The placement of deaf-blind people, whether in 
competitive employment, sheltered workshop, of 
wo^-k activity center, is still accomplished on a 
one-to-one basis. Placement is virtually assured 
when the agency or plant manager recognizes that 
an appropriate assessment ^f the individuaj has 
been presented, that ^ the agency will receive help 
during the initial phase of training, and that 
assistance in develpping communication skills is a 
part of the placement process. 'The manager must 
have assurance that hiring a deaf-blind person is a 
cooperative relationship and that ho or she will 
have somedne to call if he or she i^eeds help. 

Agency managers are qJite often unaware tbat 
they have» position^ that c^n be filled by deaf-blind 
people. One folfe of the national center regional 
representative has been , to evaluate potential *rc- 
^ sources to point out appropriate jobs for deaf-blind 
persons. * . ' 



• Many agenfcies have respolSaeifl positively aqd 
have accepted the challenge 6f providing employe 
ment and Vehabihtatioft services to the deaf:;bliijd. 
As a result, the number of deaf-blind adults who 
are*, employed *^on a cpmpetitive level in these 
agencies and in private industry has greatly in- 
creased. Figure- 1 shows the vocational achieve- 
ments of deaf-blind adults. 




/Competitive employment*^' ^ 
competitive industry^ j 
27 percent ^ • j 



—Agencies for handicapped- 
white-collar employment 
lOpercent 
^^p— Professional 
employment^ 
2 percent 

Self -employed 
2 percent 





Employed 
82 percent 



These figures arc based on !00 percent of the working 4)ljr>d 



Fig. li Vocational achievemeitts of deaf-blind adults 



Every state has an agency which provides for 
. reha^litation training services or provides tuition 
for 'cbllege education for deaf-blind individuals. 
These agencies qiay Specifically serve the bhnd pr 
may be a section 'in a division of vocational 
rehabilitation. The main office is generally located 
in the capital cUy wfth a number of local offices 
located throughout the state. A comprehensive list 
of these agencies and other* agencies serving the 
blind ^is' available in the 'Directory of Agencies 
Serving the Blind: which is publfshed by the 
Ainerican foundation for the Blind. > 

A number of rehabilitation centers and work- 
shops throughout the country are beginning to 
* show an interest in offering training and employ-* 
ment to deaf-blind pejsons. Current information 
.rnay be obtained from national center regional 
t 



representatives. Centers for vocational rehabilita- 
tion training include the following: 

National Center for Deaf-Blind Youths and Adults 
MWdle Neck Road, Sands Point, NY 1 1050 
Regional Representatives 

Western 

102 North Brand Boulevard 
Glendale,CA 91203 

South Central 

m I W. Mockingbird Lane, Suite 825 
ballas,TX 75247 

Eastern 

1422 Chestnut Street 
Philadelphia', PA 19102 

Southern , * 

134 Ppachtree Street, N.W.- 
Atlanta, GA 30303 

Midwestern 

IS East.Wacker Drive 

Chicago, I L 60601 

Affiliated Agencies 

'Arkansas Enterprises for the Blind, Inc. 
28 U Fair Park Boulevard , 
Little Rock, AR 72204 

Services for the Blind and Vrsually Handicapped^ 
1745 University Avenue 
St. Paul, MN 55104 

California lndustries»for the Blind, Inc. 
/\ 840 Santee Street 

' Los Angeles, CA 90014 

and 

.1255 Park Avenue 
Emeryville, CA 94608 

and 

1344 F. Street 
^ San Diego, CA 92101 



Other Agencies 

Alabama Institute for the Deaf and Blind 
P.O. Box 698 
Talladega, AL 35160 

Arizona Industrfes for the Blind 
3013 W. Lincoln Street 
Phoeni?f,-A? 85009 

Chicago Lighthouse for the Blind 
1850 West Rp3sevelt Road 
Chicago, IL 60608 



Dallas. Lighthouse for the Blind . * v 
4306 Capitol Avenue 
Dallas, TX 75204^ 

Michigan Rehabilitalion Center for the Blind 
J54;^0akland Drive 
Kalamazoo, MI 49008. 
San Francisco Lighthouse for the Blind 
1097 Howard-Street 

San Francisco, CA 94 1 03 ^ ^ 

Seattle Lighthouse for the Blind, Inc. ' ^ 
250i S.outh Plum-Street 
Seattle, WA -98 144 

Virginia Reha^STIitattQn Center for tfte Blind 
* 401 Azalea Avenue 
Richmond, VA 23227 




^Prevocationai programs for teenagers^^fe^eing 
established throughout the country flWer 
sponsorship of the Regional Centers for Services to 
Deaff-Blind Children, and' current information con- 
cerning programs available can be obtained directly 
from the regional centers. 

Recommendations and Summary 

Deaf-blind people in the United States and, 
indeed, throughout the worid have perhaps been 
neglected and subsequently isolated from family, 
friends, , and conMTiunity. Rehabilitation effort? 
have been limited despite the fact thai these 
services were so^ obvTouSly needed. Although 
increased educational and^ vocational opportunities 
are now being offered to children, youths, and 
adults, 'a need still exists for advocacy to ensure 
increased involvement by the various disciplines!^ 
offering services to the handicapped. Recognizing 
the irreparable damage to children who have had 
no opportunity for education, every effort should 
be made ^ to ensure" tha4 all children reach adult- >^ 

«=hood as* knowlrtge^ble, skilled, and wholesorpe as 

'possib^^ 

De^lind people have suffered tcro long from 
neglect and have^ virtually been pushed into areas 
of service pr programs without any personal 
involvement 'in the plan. Each deaf-blind person 
should be treated with dignity and assisted in 
exploring for himself or herself his or her place in 
' this universe. 

Deaf-rblind people, like everyone elsft, do not live • 
by brekd alone. To think solely in. terms of. 
vocational goals is not enough. To enable each 
individoal to lead an active and happy life, he or 
she must be able to utilize constructively the time 
he or she spends away from work. Therefore, each 
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school or rehabilitation program sierving the deaf- 
blind should include recreational and social experi- 
ence-that will provide the individuaJ with the skill 
and confide^nce needed, to be as a<ftivc as possible 
with his or her family, friends, and. co-workers, 

Since changes always take place within each 
individual and within his. or her environment, the 
customary concept of closure should not be 
applicable to deaf-blind clients^ and needed services 
should be available at any time and as quickly as 

, possible. If two or more agencies are involved in 
providing service, a coordinator or case manager 

r should be assigned the responsibility for continuing 
cpntact or observation. 

Extensive^ use of trained volunteers should ()e^ 
encouraged to provide the individual with the help 
or companionship he or she may .need to enable 
him or h'er to mamtain a level of involvement 



consistent with" his or her ability. Many deaf-blind 
people may require t^le service's of groups serving 
handicapped /people other th^ "the deaf or the 
blind: Therefore, each* state agency sTiould assign a 
coordinator to look after thel interest of each 
deaf-blind person within the state and to be the 
advocate for the development of^, increased services 
to the deaf-blind. " \ 

The complexity of problems related to the^ 
education and rehabilitation of.x^eaf-blind persons 
will naturally result in differences of opinion 
regarding the preferred' approach, method, or 
technique. These variations could be beneficial- if 
they are looked at as the means 10 the end and not 
the ^nd itself. 

If. we are to succeed in helping each deaf-blind 
person reach his or her. maximum potential, we 
must recognize the need for constant evaluation of 
.ourselves and our programs. 
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National Center for Deaf-Blmd Youths and Ajlults 
Evaluations for Vocational Readiness 



COMMUNICATION * . 

A. Manual 

; 1. Manual alphabet ^ 

2^Signs \ ^ 

3^ Print-on-palnr*^ 

B. Oral 

* 1 . Lipreading 
2. Speech 

C. Print 

1. Reading 

2. Writing 

3. Script 

D. Equipment 

1. Typewriter 

2. Braille reader and writer 
. 3/. Opticot# 

4-. Tactile telephone 

5. Pocket alphabet plates 

GENERAL HEALTH 

A. Physical evaluation 

1. General medical 

2. Vision 

3. Hearing 
4* Fitness 

a. Posture 

b. Weight 

^ c. Stamiaa 
d. Muscle ton,e 

Large muscle coordination 
5. ^>exterity 
, a. Manuaf 

b. Bitnanual 

c. Fingertip sensitivity 

d. Fine motor grasp 

e» Fine muscle coordination 

B. Psychological evaluation 
1 . Attitude toward work 

a. Frustration tolerance 

b. Attention span 
c Learn^g ability 

d. Fear of vibrating machines 
e! Work habits and organization 

MOBILITY 

A. Orientation 

1. Residence 

2. Training center 



B. Basi(* conditions of safety ^ 

1 . W^ks steadily Avith proper body posture 

2. Uses'poi?T&"of reference effectively 

3. Knows precise location of objectives 

4. Localizes and interpi^ts vibration 

and other stimiffi effectively • ^ 

C. Street crossing ^ 
• 1. Finds cuib 

,2. Squares corners 

3. Uses cane and/or guide in crossing 

4. Crosses without an aid (for trainees - 

with useful residual vision) 

D. Transportation 

1. Auto ortaxi « 

2. Bus 

3. Railroad 

a. Purchases ticket 

b. Ascends and/or descends stairway 

c. Stands on platform , • 

(1) Islami platform 

(2) Single track platfornt ^ 
Gets on and off train . 

Elevated or subway train • : 

a. Uses change booth 

b. Passes tj^rough turnstile 

c. Ascends or descends stairway \ 

d. Stands on platform 
H) Islaniplatform 

1 (2) Single track platform 

e. Gets on and off train 

E. Buildings 

1 . Revolving doors 

2. Escalator 

F. ^ Use of sighted public _ " 

1. FoUow&^guide 

2. Obtains information. 

3. Interprets and uses information correctly 

4. Makes contact 
a. Voice 
br^Tane 

Button 

d. Card 

e, Cue| 

5. Refuses"help graciously 

DAILY LIVING \ 

A. Personal hygiene 
1 . Shaves 

a. Electric razor 

b. Safety razor 
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B. 



C. 



2. Hair 

a. Washes 
, l5. Combs 

c. Parts 

d. Sets 
^ Dries 

'3. mth 
4. Fingernails 

a. Cleans 

b. Clips - 

c. Files 

d. Brushes 
Personal appearance 
•toothing 

, a. Identifies colors and textiles 

b. Hangs up clothes 

c. Folds and packs 

d. Washes 

(1) Hand 

(2) Machine 

e. Dries 

( 1 ) Hangs clothes on line 

(2) Machine 

f. Irons 

g. Hand sewing 

(1) " Buttons 

(2) Hems 

(3) Threads needle 

(4) Uses tape measure 

h. Machine sewing 

(1) Threads 

(2) Operates ■ 

2. Shoes 

a. Laces 

bJ Ties ^ 
c. Shines 

3. Neckties 

a. Tying 

b. Clip-on 

c. Tie bars / 

4. Make-up 
Shopping techniques 

1 . Areas 

a. Small stores 

b. Supermarkets 

c. Department stores 

d. Cafeterias 

2. Iden'fifies 

a. ' Cans 

b. Boxes 

c. Bottles 

3. Money 

a. Identifies coins and bills 

b. Makes change 



D. Cooking skills . 
1.. Sharp utensils 

a. Carries 

b. Stores safely 

c. Pares 

d. Chops 

e. Uses magna-wonder knife 

f. Electric^nife 

2. Follows recipe 

a. Measuring cups 

b. Measuring spoons 

3. Makes sandwiches 

a. Spreads 

b. Cuts 

c. Arranges 

4. Uses stove- 

a. Light oven ' * 

b. Boil 

c. Fry m 

d. Bake ; . . . 
^ e. Broih 5 

- f. Follow safety rules 

5. Applian9es 

a. Bottle and can openers 

b. I^ixer 

c. Fry pan > ^ 

d. Toaster . ^ 

e. Broiler oven 

f. Blender 

g. Percolator/urn 

h. Pressure cooker 

6. Dishwashing 

a. Hand 

b. Machine 

E. Eating skills 
1 . Set table 

a. Locates items 

b. Sits down gracefully 

c. Pours hot and cold liquids 
^. Table manners 

a. Napkin ' ^ 

b. Bread as a pusher 

c. Uses knife, fork, and spoon appro*priatily 

d. Eats correctly 
P. Cleaning 

1. Floor 

a. Carpet sweeper 

b. Vacuum 

c. Wet and dry .mop 

2. Washes windows and mirrors 

3. Bed 

a. Makes 

b. Changes linen 

4. Bathroom 
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a. Cleans > b, Print 

b. Arranges medicine chest c. Alarm 
G. Reads time . • -2, Watch 

1. Clocks ^ a, Brairie 

a. BraiUe • ' b, Print 
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Recreation for the Deaf-Blind 

m 

^ ' JohnA. Ncsbitt 

Project Director, National Institute on Recreation for Deaf-Blind Children and Adtdts, University of lawa 

and 

Gordon K. Howwd 
Project Coordinator, Recreation Education Program, University of Iowa 



One of the b^ic human and civil rights related 
to recreation, leisure, social, or cultural participa- 
tion for the deaf^Dlind person is the assurance of 
equal opportunity for participation in programs 
and activities, complete access to public facilities, 
the right to inclusion in organizations providing 
recreation service, and the opportunity to explpre 
fully and to achieve the highest potential in all 
human rights and endeavors. 

Leisure has been defined by Kraus (1966) as 
"that portion of an individual's time which is^not 
devoted to work or work-connected responsibilities 
or to other forms of maintenance activity which 
therefore may ,be regarded as discretionary or 
unobliged time." 

He further defines recreation as: 

...activities or experiences carried on within leisure, 
usually chosen voluntarily by the participant, either 
b<|€ause of the satisfaction or pleasure he gains from 
them or because he perceives certain personal or social 
values to be derived from them. Like leisurfe, recreation 
does not have work connotations. When it is carried on 
as part of organized community or voluntary agency 
programs, it is designed to meet constructive and socially 
acceptable goals of the individual participant, the group, 
and society at large. 

According to Nesbitt (1970) four basic reasons 
can be used in justifying special recreation services 
for handicapped children and youth. 

i. Human' and civil rights to recreation. The 
human and civil right of all people to partici- 
pate in cultural, recreational, and leisure 
pursuits has been stated in formal declara- 
tions. Public recreational buildings, for .exam- 
ple, have been required «in recent years 16 
provide barrier-free entrances ag^exits for 
physically hanc ^^ ^ (International League, 



1968). 
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2. Normalization in recreation and leisure. 
Normalization for the handicapped, including 

. recreation and leisure nomializati9h, has 
already been accepted as a social policy in 
European countries and is increasingly Being 
accepted as a social policy in the United 
States. In the years to come, normalizatio 
recreation and leisure will become an increas' 
ingly prominent area of program support 
(Nesbitt, 1970). 

3. Contribution of recreation to rehabilitation. 
Day-to-day experience as well as a growing 
volume of professional literature support the 
proposition tbat recreation participation cpn- 
tributes to the achieverrient of medical, social, 
educational, and vocational rehabilitation 
goals. The contribution may be indirect, as 
when a patient must have relief from the 
demands of an intensive^ rehabilitation pro- 
gram, or direct, as when^ social, cognitive, or 
physical skills gained or practiced in recrea- 
tion contribute to a general rehabilitation 
plan (Nesbitt, 1970; Neal, 1970). « 

>4. Therapeutic recreation service. Over the last 
25 years, therapeutic recreation service per- 
sonnel Have developed a body of knowledge 
and conducted research that guides the 
present-day practitioner in organizing, admin- 
istering, arid presenting therapeutic recreation 
activities that make a definit^xcontribution to 
recovery or adjustment relative to . illness, 
disability, or specific social problems. 
The recreation service provided to handicapped 
child;"en and youth living either in the immunity 
or in institution's is limited. For exa^le, in 
California, which lists approximately i 50,000 
registered handicapped children and youtk from 
kindergarten through twelfth grade, only 3,00p are 
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reported as beini^ ^;0^ed community park and 
recreation departpfeitil; services. Further, only 
2,000 of Califomfi^s K^'dicapped adults, inchiding 
the aged, were r^rted as being provided commu- 
nity recreation 3^'d' park services. The situation 
was summarized l&y Ne^oitt. 

Nesbitt (197:2) foijnd that no more than one- 
fifth of the /lationfy ill and handicapped are . 
receiving any type c;^ professional recreation and 
leisure servic^i; the, services provided are under- 
financed and offeriq only infrequently ; materials, 
equipment, suppBed^'staffing, and support services, 
such' as transpoTtatto'n, are very limited. 

Leisure U forced upon millions of ill and 
handicapped fi^r ^hom' there is no enrployment, 
limited employm^jnt. or only part-time employ- 
ment. Enforced l|^ure has- a different meaning for 
the nonworke'r tH^ for the worker. 

The challeng^ to make enfprced leisure into an 
experience in Vpich the individual may achieve his 
or hgrinaxirauirr potential. The challenge to those 
serving the di^blind person is to manipulate the 
recreation environment to this end. 

The aim'*of- leisure education is to provide 
students widi 4Sie competencies necessary' to will- 
fully direct-their leisure occupations in a manner 
that is perlonally satisfying and fulfilhng. cultur 
ally meanffigful, and socially worthwhile. »• 

The aiiifoL^pecial leisure education is to provide 
studentsjsiim the special competencies necessary 
to ovc^me, adapt, modify, or in other ways 
achieve?%e goal of normal i^reational, leisure, and 
cultunjj'pursuits. ^ \ 

Th^peutic recreation services are based on the 
humanistic view that handicapped people are 
entitl^i to personal fulfillment in their leisure, just 
as ti'd nonhandicapped are. When adaptation is 
necessary to make fulfillment possible, the adapta- 
tion should be mad^. Second, recreation and 
leisttre activities are, -in fact, physically, emo- 
tionally, socially, and intellectually therapeutic. 
' Fii^ly, exclusion of the handicapped results in 
septal and cultural deprivati6n, an entirely prevent- 
able handicapping condition. How may this funda- 
.fjiental portion be related to the person who is 
' 4?af-blind? The general aim should be to meet 
.What may be construed as the reasonable expecta- 
rtion of clients, their families and friends, and 
• professionals whose experiences suggest the poten- 
tial which may be achieved. 

Because the deaf-blind comprise a small and often 
"^remote populatiorK Hhe problem +ias received 
limited attentionJR-ittle attention ha% been 
directed to the deaf-blind by the recreation and 



park service in general and therapeutic recreation' 
service in particular. The literature contains little 
wntten evidence relative to the importance of 
recreation for the deaf-blind. Recreation service to 
deaf-blind should be given attention as has been 
the case with other categorical gr*)ups over thelast 
20 years. Nesbitt (1972) said ''It can be stated 
unequivocally that: No rehabilitation, vocational 
rehabilitation, or special education, therapeutic, 
medical or treatment' plan is complete without 
attention to the indfviduars recreation and leisure 
needs, rights, aspirations, and future settlement.'' 

In joining the deaf-blind rehabilitation-education 
service team, the therapeutic/ recreation specialist 
should perform a number of/funcfFons. In relation 
to^ recreation fulfillment, the recreation specialist 
sh9uld assist with parent counseling, social -case- 
work, child care," and community agency service to 
and for the deaf-blind. The go^ls should be to 
increase acceptance of the client, to enhance 
interaction, and finally to assist other workers .in 
the performance of their functions. 

In the educational realm, recreation should seek 
to enhance instructional goals in the following 
areas: ( 1 ) communication skills, both receptive and 
expressive; (2) daily^ living skills, §uch as eating, 
dressing, toileting,, grooming, self-care, and 
hygiene; (3) mobility skills for ambulation, loco- 
motion, and independence; (4) physical skills, 
including ex^ercise, rhythm, motor development, 
and activities such as swimming; (5) sensory skills, 
^ng sensory perception-auditory, visual, tactile, 
olfactory, and taste; (6) the social skills of personal 
adjustment, interaction with others, group play, 
recreation, and field trips; and (7) environmental 
awareness and adaption skills through recognition 
and interpretation using tactile, visual, and audi- 
tory stimuli. * 

Professional Methods Relative to 
Individual Students 

Client assessment is an essential element in any 
'educational or recreation service that is rendered to 
deaf-blind and should be done on a daily and 
weekly basis so that the small improvements can be 
noted and recorded. The types of instruments that 
may be used include the adaptive behavior scales, 
physical educati6n skills' checklists, self-developed 
tests, "and progression scales. 7\5sessment of client 
progress in recreation functioning should be made 
in individual recreation activity and in group 
acUvity at home, at school, in free play, and in 
reiieaton. The critical element in a professional 
recreation program Is the use of an individualized. 
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sequential intervention and evaluation plan. The 
critical element, in a professionar recreation pro-^ 
gram is the use of an individualized, sequential 
interveifHon and evaluation plan. This plan is based 
on the following basic liWear therapeutic cdrfstnfct: 
(1) assessment; (2) diagnosis; (3) prognosis; (4^ 
prescription; (5) intervention; and (6) evaluation. 

Professional recreation specialists are concerned 
with recreation, play, sports, leisure activities, 
creative activities, and games. In terms of the 
individual student, a professional recreationist 
establishes specific ameliorative objectives'* which 
can be measured in terms of cognitive, affective, 
social, or physical development. A professional 
recreationist works with the interdisciplinary deaf- 
blind service team in contributing to the overall 
rehabilitation, education, and fXinctional develop- 
ment of the individual who is deaf-blind. The 
recreation program that lacks these features is 
simply not a professional program. 

Professional Methods Related to 
Groups of Students 

The total recreation program includes a number 
of activities designed to meet the group needs of 
students. It of)erates on a daily, weekly, monthly, 
seasonal, and year-round basis. No less than the 
individualized recreation activities,, the total pro- 
gram is designed to achieve specific objectives that 
contribute to the rehabilitation, education, and 
functional development of individual stucfents. The 
program that lacks specific objectives based on 
needs and evaluation of ihe progress of individuals 
within the group is not a professional recreation 
program. And a nonprofessional program simjAy 
will not fulfill the recreatioil potential. 

Currept Status of Programs 

A survey of IsO deaf-blind program sites identi- 
fied throughout the natidn was conducted by 
Howard and Nesbitt (1974). Questionnaires were 
returned fof 65 sites. The following was reported, 
by these sites relative to the current level of 
recreatfon programs that they were offering. . 

The data in Table I shows the predominant 
influence of the education aspect of the programs; 
the classroom and playroom being the primary 
recreation facilities used. , . 

The predominance of education staffs' primarily 
responsible for the^recreation program is reflected 
in Table 2. 

The necessary basic components of a recreation 
program (giudelines, budget, and staff) are absent 
in over half of those programs for which responses 
were received. 



Table I 

Educational Aspects of Recreation Programs 



« 

. ^ Facility 


Percent 
renortinc use 
of facility . 


Classropm 




.85 


Playroom 




72 , 


Swimming pool 




5} 


Playground 




48 


Gymnasium^ 




38 


Integrated wards 




26 


Separate living units 




23 


Day care center 




8 



' Table 2 ' 
Staff Responsible for Recreation Programs 



Staff primarily responsible 
for recreation program 


Number of^ 
programs 


Teacher 


27 


Teacher aide 




House parent 


6 ' 


Adaptive physical education teacher 




Director of recreation 


' 4 • 


Occupational therapist * 


3 


Recreation specialist ^ 


- 3 - 


Motor specialist 


■ 2 


Swimming instructor • 




Priysical therapist 


2 - 


Other staff 


- 4 
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* Specific ActiMies Currently Provide^ ' ^ . 

Part of the survey previously cited '^as-devotecl 
to obtaining information pn activities actuajly 
provfded for children and youth in the deaf-blin4 
programs. Forty-three local programs provided 
information on activities whiqh are currently pro- 
vided. 

The specific physical education, exercise, pro-^ 
gram activity, or recreation activity reported by 
those sites* having a recreation program are show?? 
in Table 3. * * / 

Specific equipment needs vary from program to 
program, but the data in Table 4 show response , 

\ 
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/ L / Table 3 . » . 

- * Activities in, Recreationr Programs 



. Afi^vity 



Gross motaractivity 
Fine motor actiyity 
Walking 

Running ^ 
Jumping 

Riding trijcycles ^ ■ 
Co^jctive motor activity 
Scooting 
Swimming 
Picnics 
Hopping 
Bus trips ^ 
Car trips 
Skipping 
Galloping' 
Canyjing 
Sledding 
♦ Riding bipycles 
Relays 

Competitive gaf«es 
Boat rides 
0 Day camping 
Overnight campings 
•Hiking 

fee skating . ^ ^^ 
^ Diving ' . , 
Skiing 
Bowling 
Pontoon rides 



Percent of 
prograons 



100 

100^ 

100 



I. 




' .7'9, 
, 79 
,79 
•74 
63 
60 
58 
49 
^2. 
'^33 

.26 
,23 
23 

1 .2»l . 
■»2l- 

• 16; 

- m' 

" - i-2 
* 9 
5 
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* ; * Table 4 • 
* Equipment Usedin Recreation Programs 



to ttie ^vaHabilitv of certain item^ in the programs ^ 
repojting having sn-ecreation program. \ 

Materiafs 'and ^ptjvitres ,used in artsi. crafts, ^ 
and h^nctworR recreation programs are shoNya in 
Table 5.-^^ * - ' ; * * ^ 

TheJcinds-of equipment 'used in rhythm {jro— 
p-ams' afi(J, the 'p^cent of programs reporiecily' 
using sucli equipment Sre: records jf'lOO percent); , 
belfe ^98 percent); drum '(-Qg^pej^); blocks (91 



Equipment 






Percent of ^ 
programs 


Baiancfe beams ^ 






100 ' 


Mats ^ 






100 


. Balls 






100 ' 


Sound makers 






95 ' ; 


Tricycle 






93. \ 


Wagon 






91. ' 


Coloring materials 






Stt" • 


Slide 

Sfifl^f steps 
^Brors 




• 


84 

84 . 
81 • 


Maz6 






^. 77 " 


Lights . • 






k. . 67' 


Sandbox 






67 


Trampolirie ' • - 




• 




'Benches ^ 






58 


, Walkers . 






53 


'Standii\g table 






^ • .4^- 


Bicycle ^ 
Pronation boar^ 






44 

. 28 - ^ 


S[(yrofo4m pieces 






28- 


* Tandem bicycle 
,Table games 






, 21 
' 46. 


.» »Xards 






: J6 • 


*Dopiinoes ' ^ 
Scrabble ^ 






12 

9- . 


* Checkers ^ 






5 


'/^Chess 1* ; 






' 2 


^ Chinese checkers 






2 


Oth^r gaipes* 









* percent); /yrabal (91 percent); speakers (vibratiofi) 
^ (63 perc^t)! and piano (58 percfent). 



♦Includes: Cantlyland, Hi Ho Cherry OfRagg||y 
.Ann, Hap^y Little Train Gamfif, sorting board, ^g 
boAVd^ tactile toys, Loflb, puzzles, blocks, flowers. 
Tiddly Winks, Bingo, ring sets. Uncle Wiggly, 
'MatAing Game. > ^ - ' . . ^ y 

.M6clified or adapted games include: Concentration 
(teacher made) Cards,, Bi|go, Checkers, DorQinoes! 
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\ Ta])le 5 . 
1^ Activities and Materials Used in Recreation Programs 



\ 



Activity 



vBead stringing ' 
Finger painting 
Puz2Je working 
Chy modeling 
Peg boa^lfectivities 
Crayon drawings 
^ Ring stacking 
Painting 
f cissoi; cutting 
Pasting 

Coloring , * 

Pencil drawing' 
^ Water cokir painting 
Writing"^ . , 

Printing 

Paper flSwer making 
Weaving • ' 

Leathercraft 
Oil paint 
Knitting'^ 
Crocheting 





Supplies used|, 



Paper 
^ Scissors 

{{inger pajnt 
• Crayons 
^Construction paper 

Newsprint 

Seans 

Rice ' V 
Oatmeal , 
T\)iO-person scissors 
Others* 



Percent of 
. progfams- 



Percent of^-' 
programs ' 



, Activities Adapted to and for the Deaf-Blind 

, A nat-urtl inclination is to assume that certain 
activities ,tVill be suited to people who are deaf-- 
blinds This natural assumption is a little like the 
inclination to speak loudly to a person who doesn't 
speak one's own .language. The natural. l^gic goes 
something, like this: "If I yell at this, SpJ^iish-, 
German-, Polish- or other r speaking person, the 
likelihood is greater that he or she will understand 
me'." We have seen t^is occur on the streets of our. 
metropolitan areas; we may 6ven have dqn^ some 
of the yelling ourselves. Of course, yelling doesn't 
do any good. It also doesh*t 'do much good to 
assume that some recreation activities are more 

Iipi^ropriate for a person with a particular disability, 
han other activities, , '"^ 

We have hacj the same tendency in yocatio/ial 
rehabilitation-to consider thaLpeople with certain 
disabilities* would^o bette|^ft|rtain jobSaHopap^ • 
fully, very little of this kiit^^phinkilg goes olT 
people do well in p§rticular^^K because of -their 
.^baitc" interest, aptitude, 'training, ^nd motivation. 

Tlie,sam'e applies to recreaticSl. Ratherihan trying ' 
' to associate particular recreational ^and cultural 
activities to' a person's handicap, the p^on^houlcf 
/ kJ© encouraged to pursue hi^ 6r her; personal and 
>»*uUvidual destiny 'In recrfiation-al and cultural 
tctivities and to do the .thing tha^^e or she'Avarits 
10 do, not what is %onverriept or appropriate^ Then, 
, (he handicapped person and those who wan^^Jo 
1 V Jielp him or iher should set about adapting the 
\ i^ctivity, the rules, the eq^ijrment, the fJcility,and 
^fanything^else tl^at^needs lo be adapted to j^ke the 
activity possi])le. ^Adaptation takes imaguia^ion, 
creativity, initiative, Nexibility, and perseverance. • 



recreation adaptation is:- 



1,00 

I do 

100 



91 
88 
79 

47" 



( 
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^*fhclurfei: clay, lortioh,- creams, po^derS, bubbles, 
peanut butter, popcorn, sand, soap flakes, liquid 
starch, coffee grounds, and shells. 

■ • • -'. • 



The golden ryle .of 
\ Thou shall adapt any i:ecreatio9al or cultural 
^"^ctivity to the de^ee necessary to make tlia't . 
atetivity feasible f^r the handicapped participant. . ■ 

" ^ V Evaluation in Recreation for Deaf-Blind y 

rn'\|enera1'^ery Tittle~evaluation l^ made of the 
deliveriij of recreation^ and. park services, ^di©nly 
limited'Nyse is made of ^valuation recreation 
programs>i|nd services for handicapped. ^RetatiyeTo . 
Tecreatioir'^r deaf-blind, the professionAi re^cea- 
tion-^service ^ipw is that^ecre^iofi admitf^tration, ' 
program, activity, and' leadership ^ should be 
assessed*. - \ , ^ • 

Howell (197»5)'^^as set forth the 'following 
general rationale f6r''*i^ssessment* and evalJtWion in . 
recreation for deal^bhnKcliifdren and youth: 

The consumeii's needs, desh;ps, and fntei^sU shbuld be 
evaluated and these needs sho^d be reflected in progra)fi 
dining and the evaluation p^^ss. 
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The tecreation staff should be_tesponsible for pjCecuting 
various recreational activities at the chent's level of 
participation- and evaluating progress based upon behavr 
ior objectives. 

The recreation administrator ^supervisor), should be 
responsible- for evaluating the recreational programs in 

• terms of the consumer's needs and interests. He is 
further responsible for evaluating tijg programs in terms 
pf hospital (institutional) objectives and goals. Evalua- 

* tion of the- objectives ^nd goals of the recreatio'ti 
department is also necessary. 

The institution should evaluate 4tst4)rograms in terms of 
meeting the total needs of the client, which include the 
opportunity to participate m self-actu^lizing experiences. 

Program evaluation can be diyided into two 
distinct groups-. ( 1 ) people-orienfed-con^umer, 
staff, administrafion;" and institution; and (2) 
attivity-oriented, which is ba^cally concerned witft- 
progranis per se and the equipment and facilities 
uYilized in these programs. 

People-oriented program evaluation infers t^at 
program evaluation centers around the consumer 
and persons pVoviding services* to these consumers. 

Activity-oriented program evaluation begins 
mih an evaluation of the-goak arid#objectives of 
the recreational programs offered. These goarls and 
objectives should be based on a departmental/ 
institutionaliphilosophy. 

Criteria for estabhshing an effective means- of 
evaluating recreation programs- must be deter- 
mined- Some questions, which will assist in develop- 
ing criteria for. program evaluatio/i are as follow^^ 

^ 4. Is the purpose of the program to provide a 
quality or a quantify e^efien^? To what 
\' exient? ^ * 

2. Doe^ the progTarp ensure a Rowing, learning, 
' shailhg experience? ' ; ' 

3. What carry-over Value does the program have? 
(Specific activities) 



^Unrealistic expecf^ions relative to th§ time needeJ^ 
to develo'p a professionafprogram serve to^nder- 
mine the program's development. 

Inservice Training 

Recruiting pei*sonnel trailed or experienced in 
working with deaf-blind persons and providing 
on-the-job trainirig in recreation usually result in a 
nonprofejsional recreatron ^ogram witn limited 
potential. However, very few professional recrea- 
tion personnel have undertaken professional prep* 
aration to work with Sensorily hajidicapped and, 
in pa^ticul^, deaf-blind persons. The be^ means of 
providing professional recreation pei:sonnel for 
recreation programs for deaf-blind is to fecruit 
professijonal, pirepared, and e>rperienced recreation 
personnel and provide them with special .inservice 
training preparation to serve deaf-blind p^ersons. 

Professional Recreation Consultation 

At the present time, primarily bepfllfse of the 
impetus of the 'U.S. Bureau of Eduction for the 

. Handicapped, a number -of advances are being 
m^de in the development of i)rofessiJkial recreatio^ 
service. The best means of incorpoc^ng thesi 

* 'developments into an ongoing program iS^hrdugh, 
consultatipn. Thus^ an important feature of the 
professional recreation service is the, involvement V 
oC a|texpert consultant at least twice a year. This i^ 
sifp^mentary to th^ participation of professional 
recreation |>ersonnel in state and national special^ 
education and therapeutic recreation' professfonal 

^ conferences arid meetings. 

' Minimum Recreation Pe/sonnel Standard 

The initiil appointment in a regional recreation 
' service 'for a deaf-blind program is necessarily -at 
the recre^^n consultant or recreation director 
level. Each position requires a mastef's degree' 



49 Does the- program ^ensure the' consumer the ^urtft /or experience in therapeutic recreation service, 

opt^ortunity' for success? For failure? Following this initial appointment btheF staff may 

5. Does the program stiniulate the consumer's be obtained o>., recruited at lower levels of profes- 
. ima^nation and 'development of skills? ' sional preparation (i.et, recreation supervisor, recre- 

6. Does the program provide the consumer .with ation leader, and recreation aide/assistant)- To 
th^ opportunity tto experience. self-actualiza- employ less than masters degree-level, registered 

, . ^ ^ ' ^T"^— p^cmnel results iit a number of difficulties in 



tioji? 

' 7. How does the program improve the quality of.' 
life of the participants? 

An Administrator's Guide for Development 

From one to three^ears are recjuired to flevelop 
a professional recre.ational program. This involves 
recruiting pr6!^i4SiGJTal recreation personnel, pro- 
viding inservice,. ti|s>mg; .and developing a budget. 




upgrading bbth'pei^sonnel and program. 

In obtaining professional recr^tion personnel, 
,the National Recreation and Park Association 
Personnel Registry and the Professional State Parjc. 
and Recreation Organization shoul^ be used. 
Approximately 1,200 professional recreation per- 
sonnel are registered. , While the supply of such 
personnel'is limited, to recruit other than profesc 
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Table 6 f 
Levels of Recreation Professionals 



Title 



Recreation ^ide/assis- 
tant ' ' 

Therapeutic recreation 
^ assistant 

ReCFcatioil' leader. 
Therapeutic recreation 
technician 



Recreation supervisor 
Therapeutic recreation 
worket 



Recreation director 
Therapeutic recreation 
speciahst 



Recre,ation consultant- 
Master therapeutic 
recreation sf)ecialist 



-Registration standards 



Two years of successful fyJI-tin*e paid 
experience under thef'^direct supervi*- 
sion of a registered therapy tic xecrea- 
tion supervisor or director/or 200 hours 
of inservice training / 

f * 
t 

Associate of Arts degree ^rom-an ac- 
credited college or univej^ity or satis- 
factory completion of tvyo years of 
colJege with a^^jor in o\her related 
fields 

Baccalaureate degree"ft-om an Ac- 
credited university or.college wjth a 
major in recreation or fields isolated , 
to therapeutic recreation ^ 

Master's degree from an accredited 
college or university with a majdf in 
thera()eiitic recreation or master's 
degree from an accredi^ted college or 
university with a major in recreation 
and on€ year of experience under a 
registered therapeutic recreation 
director ^ * 

Master's degree from an accrpdhed 
college or university with a itiajor in 
therapeutic recreation and two ye'ars 
experience under direct supervision 
of a registered recreation cons^tant 



Typical d-uties 



Assists in leadership and m- 
struction and/or group recrea- 
tion activities 



Instructs, leads, and evaluates 
individu^ and/pr group , 
activities " 



Directs and supervises recrea- 
tion program in hospital, re- ^ 
habilitation instifti.tion, school 
community, or ^riv^fe agency 

Plans anid administers thera- 
peutic reqreatioif program in 
hospital, reJiabilUation insti- 
^ tution, private or conamCtn- ^' 
ity agency ' j, 



Pirects-and glwdes the initia-, 
tfQji, planning, deveU»rprf!?7%t, 
ai>d»9per^fiDn of"lherape&tic 
f€cSe?Stion activity j)rograitis; 
pi"QpaieS3tudent^ to work ft 
WftK ill, handicapped, and dis- 
abled persons; conducts re- 



sional personnel wiH result in undermining pernia- 
nently the- recreation pro-am th^ is provided. 

Miller (1970) has identified various levelsoof 
tecreation professionals that can be used.. Table 6 
includes a Ascription of the duties of those 
professioftals and other relevant information. ^ 

The levels reflected in the table parallel the 
levels of professional registration^ mpkmented by« 
the National Therapeutic Recreation Society, a 

branch of the National Recreation and Park Associ- ^ 

ation. Registration means that the registered "^^i'^Bl^j 
vidual meets the minimum standards established ' 
for various classifications in the therapeutic recrea- 
tion field. 



Responstbflities of the Recreation Consultant or Director - 

The recreation service manual is prepared by the 
recreation director or recreation , consultant. It 
includes brief descriptive statenients abcftit all 
facets of the recreation service, includijng person- 
nel, program, activities, administration and organi- 
zation, methpds, diagnostic^ and evaluative tools, 
and general guides to programming. This docu- 
ments^and facilitates, general supervision of the 
recreation program by administrative personnel as 
well as coordination among all members of the 
deaf-blind service^eam. 

Since recreation is one of the ^most receht 
considerations jn , the pipvision of services for , 
dfeaf-blind, research. on activities, methods, and 
\programs ^s well as demonstration projects are. 
Imperative. Provision, for re^arch, evaluation,, and 
Jemonstratipn is a basic part of the Uuties of the 
•ecreation consultant or recreation director. 

Training in recreation activity or program is 
another i^ortant part of the. work of the recrea- 
tion consultariKpr recreation director. Those who 
will need training-in the role of recreation activities 
and methods incltHle^pro(essibnal staff, teachers, 
aides, parents, admifusfratofs, volunteers, and com- 
munity service personnel. Time requis^d "for 
,research and evaluation (see previous paragraph) 
and training can be u^ to one-third of the recrea- 
tion consultant's or director's tptal schedule. 
' One means pf overs^ein^ the development of the 
professional recreation service is the preparation 
and dissemination\of an annual report ^t covers 
general administrative and progrimm«kievelop- 
ments.and in particular, cites the specif^ontribu-* 
tibns made to individual students and groups of 
students in terms of rehabilitation, education, and 
. functional development. 



The Future of Recreation for Deaf-Blind 

We believe that recreational and cultural fulfill- , 
ment for the deaf-blind will receive increasing 
attention from all who are concerned with (feaf- 
bUnd persons. Education and employment are at 
best only partial answers to the total rehabilitation 
aspiration that we have for people .who are 
deaf-blind. Thus, there are and will be voids. unless 
a meaningful activity is provided to fill these voids. 
Recreation and cultural activities actually have the 
.tential to be as meaningful or more meaningful 
lan educational and vocational activities. 
Recreation can, does, and will contribute to the 
education and rehabilitation of the person who is 
deaf-blind. Increasingly, personnel responsible for 
service^p the deaf-blind will recognize this. On 
the basisof these points, we helieve that recreation^ 
has achieved an, initial level of credibiUty. 

A major feature of the development of the 
recreation service for deaf-bHnd is .tjie profes- 
sionalization that is taking place. Let us assume 
that professionalization consists of general accep- 
tance of a particular area, specific knowledge, 
research, professional education, registratiori or 
certifit^ation, personiiel standards, recruitment, and 
professional organization. We a!re noi suggest- 
ing the development of a new professional group, 
such as rehabilitation counselors. What we are 
suggesting *is 'that to a limited but stiU very 
Important extent, professipnalization of recreation 
service for deaf-blind has occurred. Frofe^ienal 
recreation service for the deaf-blind is just begin- 
ning, so growth can be anticipated. We believe thfat 
professional recreation senrice for^.the deaf-blind is 
an area that will receive increasing attention' over 
the next five to seven ySars. This means that the 
future organization ^and delivery, of service will be 
signnkantly improved to the benefit of the pefeon 
whoM^deaf-blirid. , . 
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Alternative Living Programs 



Boyniin F. Smith 
Director, Peridi^ Sdu>6l for the Blind 



A full^n years have passed' since the onset of 
the^rubelrepidemic which brought the total pount 
of deaf-blind children in the United States to an 
estimated five to ^ven thousand. TJie count as of 
January 9, 1 975,' according to the register in the 
U.S. Bureau of Education for the Handicapped, was 
4,935. This number is expected to increase^ 
further investigation occurs. The vast majority^of 
these deaf-bDnd childreir are victims of rubella 
although other causes contribute. 

Perhaps no comparably-sized group of handi- 
capped children in modem history has presented a 
more friistraVing challenge to pa^its and educa- 
tors. And perhaps no other group of comparable 
size has had lavisfied .upon it more professional 
attention arid .resotirces than has this group of 
deaf-bhnd children. Those of us who have worked 
with these children recognize iht depth of the need 
for this professional attention and'the vast amount 
of resources requ'ired .if we -are to salvage, in the 
name of human dignity, the potentials *tnat lie 
trapped" behind th^ combination of dc^iiess and 
Blindness and. often, a variety of totMr serious 
handicapping conditions. ^ . ' ^ 

At present time the inajbritx of theses 
children are from nine to eleven years bid. These' 
children are approaching adolescence and will be 
entering the adult world in a few years. Programs 
developed to meet their needs as children may no 
longer be appropriate. * / ^ 

planning programs for these children as adoles- 
cents and adults becplnes a matter of increasing 
urgency. Alternative n^odels r^ust be identified and 
developed promptly.- ^ 

Giaracteristics of the Children 
No validated intellectuaf functioning scales can 
justly compare deaf-blind children- with other 



fhildren who do not have the sensory h^dicaps of 
deafness and • blindness. The nearest this author 
cQuld come to a functioning jcriterion for deaf- 
blind children was a classification provided by 
Milton D. Graham (1968). Graham ^ves the 
following classification in terms of intellectual 
quotients: 

90-1 10 Average 

"^6-90 Slow learner - 
50-75 Mentally retarded 
25-50 Severely retarded 
0-25 -Completely intestable 

In applying the Graham classificatipn to deaf- 
blind children, the author took IQ 50 as the 
dividing line between the trainable and educable 
and divided each into three segments. On basis 
of this method, approfcimately 60 perce^Ro 75" 
percent -of these deaf-blind children a^>pear ,to be 
severely mentally retarded. Another 1 5 percent to 
25 percent appear to fall within the range of high 
trainable to low educable, and perhaps no more 
than 5 percent to 15 percent fall above the average 
level of intelligence (Smith, 1974). This scale of 
functioning levels is both arbitrary and, crude. Data 
are still too incomplete for greater exactness, but no 
evidence has come fort^i during the past ten years 
to challenge these broad estimates. ^ 

Perhaps, of equal importance are other behavior 
characteristics prevalent- "among these children. 
.Hyperactivity, extreme distractibility, emotional 
dysfunction, and specific learning disabilities are 
commonly present in ^dition to the combined 
visual an^'auditory impairment. 

Modc^or the Care of Deaf-Blind Childre^ 

Anyojie familiar with the demands and b«|iavior 
• patterns pf these children can Understand the great 
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pressures that can be placed upon the family. 
Because the needs of these children are so great, 
many famili[es 4o not* have the physical or psycho- 
logical, resourc* .to meejt them. Thus, the care of* 
. dea$-blind chilcf'en is shared in various ways. 

The Family * 

In^many, mai|^ cases the family of a deaf-blind 
child has either collapsed or has been forced \o 
release the child from the home in order tp 
function. Most families make a superhuman effort 
before giving up; yet, more than half of the families 
of these severely handicapped children have been 
unable to endure the presence of- their chilcj in the 
home for any significant period of time. In many 
cases, for the sake of other family members, the 
best solution . is that the severely handicapjjed 
deaf-blind child not be a constant family member. 



Ainong those famjlies who have been able to 
function satisfactorily with a -deaf-blind child, a 
considerable number have been able to do so 

. because the chil(^ is Jn-^ residential educational 
during vacation'periods, or during the summer. Jn 
many cases, this respite from the daily and 
constant task of adapting the family to the 
demands of *tlte- severely handicapped deaf-blind 

" child has made it possible fpr the family to survive 
while still retaining the child as an active family 
member. 

Although^he group is comparatively small, some 
families have found the resources within them- 
selves to. adapt to the needs of a severely handi- 
cappedv child. However, a local day class or. a 
residential class placement is always ^ tremendous 
assistance to family stability. Support of the family 
''has become recognized as one of the most impor- 



Table 1 ^ 

Distribution of Children Reported by \ 
. Regional Centers for Service^ to Deaf-Blind Children 



Regional center 


1 ' Number of children 


-On. 
register 


Residen-, 

tial 
schools 


Day 
classes 


Custodial 
institu- 
tions 


, Custodial 
institu* . 
tions, VI-C 
support 


Supported 
By natural 
j^mjlies 


Foster 
and 
nursing 
. homes 


Mid-Atlantic/ 
Caribbean 




230 


220 


272 


N/A^ 


365 ' 


44 


.Mid-West 


598 


76 


83 


61 


N/A 


159 


7 / 


Mountain 
Plains 


320 ■ 


197 


84' 


94 , 


94 . 


M13 ' 


5 


New England , 


259"-^ 


,151 


47 


35 


21 


' 183 


6 . 


Northwest 


311 . 


112 


N/A 


74 


64 


112 


31 


South 
. Atlantic 


482 ■ 


78 


106 


235 


' N/A • 


112 


12'^ . 


South Central 


483' 


79 


112 


198 


•152 


N/A 


N/A 


' Southeast 


416- 


76 


, 97 


'118 . 


45 


' 244 


20 ' 


Southwestern 


H- 

. 648 


75 


250 


323 • 


83 


231 


98 


•Texa§ 


450 


18 


157 . 


220 


50 


210 


. 20 


Totals • X 


4,778 


1,092 


1,156 


1,630 , 


509 . 


« 1,789 
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tant priorities in planning for this population. An 
increasing amount of federal and state resources is 
' for providing social services to both the natuVal 
family and foster family. 

The Foster Home 

One aid to the natural family of the deaf-blind 
child is fost€r home pla^ei^ntent. This form of_ 
substitute family seems to have grown in popular- 
it)^ over the past ten years and has demortstrated 
some outstanding successes. Foster family place- 
ment has been used in several ways. First, it has 
served as a substitute for the natural family. On 
this basis, the foster family is subject to similar 
'pressures that often break apart the natural family. 
As a result, for a deaf-blind child to find himself or 
herself placed in several different foster homes is 
not uncommon. Only ^ well-organized and dedicat- 
ed foster family carr hope to endure the behavior 
patterns' of some severely handicapped deaf-blind 
Children for a long pSriod df time. Strong, well- 
disciplined foster homes are not easy to find in 
large numbers. Therefore, the number of foster 
home placements substituting for the - q^tural 
family continues to be a small one. 

The foster home is also used in conjunction with^ 
the natural home. Under this plan, a deaf-blind 
thild is lemporarily placed in a foster home. The 
natural family and the foster family share re^opsi- 
biiity for the home rearing of the child and thereby 
make the situation workable for both. Again, 
limitations are involved in the recruitment of 
strong, well-organized, and willing foster families. 

A variation in foster home placement arises 
when relatives of the natural parents provide a 
home setting for these children either on a part- 
time or a full-time basis. Placements of this kind 
are sometimes very ^effective; however, they may 
rtot be satisfactory for long-term placement, partic- 
ularly when aging grandparents are involved. 

Similar in strengths and weaknesses to the tra- 
ditional, foster home is the nursing hbme, which in 
. some Jreas has been used to care for deaf-blind 
children. 

Another foster home setting'is the profe;$sional 
foster home, which is a home in which the parents . 
are paid professionals who have been trained to 
handle these children. These professional parents 
are prepared to reinforce the educational process' 
of^llheflhe day class of the residential school 
with a consistency that will advance the learning 
and growth of the child in a positive way. This is a 
• setting that gives considerable promise but which is 
rather e.xpensive to develop and, as yet^ has 



received only token application. In the years ahead 
we would do well to exploit the potential of 
professional parents ^n homes of this kind both for 
the severely handicapped children of future genera- 
tions and for deaf-blirtd adults who with: assistance 
may be independent, contributing members' of 
society. _ 

Custddial institution Ptecement 

Perhaps the bleakest of the care models involves 
the number of deaf-blind children in custodial 
instituti«^ns. Available- figures indicate that at least 
half*of the deaf-blind children are placed in this 
situation. When more complete figures become 
available within the next two or three years, the 
percent may prove^o be significantly greater. The 
large ftumber of- custodial placements carries with 
it several interesting implications. - 

First of all, laige numbers of deaf-blind children 
have been deemed to be severely mentally retarded 
and to possess e?rtremely limited potential. Cer- 
tainly, a good amount of truth is reflected in this 
estimat?; many of these custodial children are 
extremely limited in mentaffunctions and physical 
functions. In the-second place, a large number of 
parents and families have experienced great diffi-* 
culty in attemptirigTb cope with a deaf-blind chiH. 
It is easy to understand how a family can turn to 
custodial placement when it has a child who fails 
to respond normally, ^itber through hearing or 
yision, and who "demands the total energy and 
resources of the family rather than just his or her 
fair share. 

The situation may also indicate the inadequate 
availability of diagnostic processes to determine 
effectively the true potential of the^ children. Six 
to ten years agcy;^when most of these custodial 
placements were made, e\hn the most sophisticated 
diagnostician had-difficulty penetrating the results 
of deafness and blindness to measure the potential 
of the child. In those days only a few 4iagnosti- 
cians had sufficient experience with these children 
to possess any degree of skill in this respect. 

Finally, this large^number of custodial place- 
ments indicates the lack of adequate alternative 
programs that would be more in keeping witl^ the 
true needs of these children. Here again, of course, 
progress is being made under the provisions of Title^ 
VI-C, Education forTHe~Handicapped Act. 

Statistics Rebting to Present Settings 

In preparing this paper, this writer communi- 
cated with the tenj^egipQal center coordinatorsfor 
services to deaf-bttnd children to gather the most 
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recent statistics related to present programs for 
deaf-blind children. In evepy . case; the regional 
cdqrdinators were most coot)erative in examining 
their records and providing the requested figures. 

The total number of children reported- by the 
regional centers exceeds the number of children 
registered with the Bureau of Education f^v the 
Handicapped. One reason for this may be that 
some of the questions were subject to different 
interpretation by the respondents'. In the case of 
family involvement, for example, different criteria 
may have been used for judging when a family is 
involved with the child. In the case of foster hbme 
placements the figures may represent duplicated 
counts. A number of children may be placed in 
foster homes during the "school year and spend 
vacations and hohdays at home with the natural 
families. However, as a reflector of trends and 
programming status within the deaf-blind popula- 
tion, these figures can be viewed- with a high degree 
of dependability. Certainly as a basis of planning 
for the future they offer excellent guidehnes. 

Information thus far seems to present- a rather 
gloomy picture of our population of deaf-bliild 
children. The picture is one of high ihcidencc of 
severe handicapping conditic^ns, including melit^ 
retardation; it suggests a sharp limitation of poten; 
tial; it revels a wide swath of family devastation; 
and it implies an inadequacy of appropriate facili- 
ties and resources for fully discharging our respon- 
sibilities to these- children. 

Educational and Training Programs 

Over the past six years, deaf-bhnd children in 
large and ever increasin^g numbers have found their 
way into a variety of educational programs, thanks 
in large part to Title .VI-C of the Elementary and 
Secondary E.ducation- Act and a sympathetic Con- 
gress, which jias provided necessary supplementary 
funds. iPjogress reports on children in these various 
programs, in which trained and knowledgeable per- 
sonnel are bringing to bear an educational structure 
reinforced by adequate materials and equipment, 
reveal steady achievement on the part of alinost all 
children. This is not to suggest that all of these 
children can become self-sufficient, normally func- 
tioning adults. It does indicate, however that given 
a carefully structured, adequately staffed, and 
properly supplied program, deaf-blind children can 
make progress toward obtainable goals within the 
framework of their individual potential. 

Among the children in the upper ranges of 
ability, we find children learning to communicate 
through fingerspelling, signing, and speech. These 
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eame children are demonstrating advanced skills in 
independent daily living, including mobihty within 
safe environmental limits. At the middle ranges of 
measured ability, children in these programs are 
acquiring some communication skills and/ ^re 
demonstrating that they are able to acquire k 
number of independent daily living skills. For^ 
^ children with a low level of potential, for wliom 
,^ programs haj^e been established in custodial institu- 
tions -or have been established in community 
residential settings, marked gains have been noted. 

Before the children were exposed to training, 
they were considered to be entirely dependent on 
others. Under stimulating programs- many have 
been trained to feed theifiselves, clothe^emselves, 
move about by themselves, and 'perform a variety 
of simple tasks. In many cases, with adequate 
programming, hyperactivity has been reduced and 
replaced with purposeful and meaningful activities. 
If it is the goal of our society to provide every one 
of its citizens, regardless of potential, with an 
educational program designed to realize fullest 
ability, then* the case for continued and even m^)re~ 
extensive educational programs for our deaf-blind 
children is a strong one indeed. 

Models for the Future Care 
of Our Deaf-Blind in Adulthood 

The Jargest number of our ^eaf-blind children 
today, those resulting from the rubella epidemic, 
are between nine and eleven years of age. Within 
the next ten ♦years they will be adults. Hopefully, a 
large number of them wiU be in a position to 
return some of society*s investment in them by 
making a contribution to their own independent 
Iivinj. 

Let us explore some ,of the areas where ac^ilt 
services will be necessary and examine some of the 
models that may be applicable. This is of extreme 
importance because if we are not ready for our 
deaf-blind children when they become adults, we 
will have squandered much of the investment we 
have placed \i\ them as children. 

Vocational Training 

r Let us look first at some of the future vocational 
Aspects and nefeds of this population. We can 
reasonably expect that- the many children who are 
now in continuing educational programs, as well as 
those who are added to programs within the next 
ten years, will receive, in addition- to training in 
communication skills, training in independent liv- 
ing, concept development, and prevocational skills. 
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This mews that by the time they are adults thqy ^ 
will be ready for or have need of specific voca- 
tional training programs and vocational placement 
programs. 

If it is true that over 60 percent of this 
deaf-blind population falls within the^ trainable 
level of intellectual functioning, then this group of 
handicappe3 people as adults will require particular 
kinds of vocational programming (Smith, 1974). 
For a large number a rfieltered-workshop type of 
activity will be required, str.essing simple, repetitive 
manual skills. For others eyen a sheltered work^^ 
' shop will be insufficiently structured. The answer 
for these people may be some type of home 
industry based in their place of residence. A 
number of others, of course, will have as their 
major vocational contribution the acquisition of 
satisfactory self-care skills so that they may reduce 
their degree of dependency upon others. 

The potential of another sizable group, perhaps 
as much%as 25 percent of tfie total, lies above the 
trainable level. For this group vocational expecta- 
' tions will be at a higher level. Some children in 
s^trong educational programs around the country 
are already beginning to demonstrate this more 
advanced vocational potential. We must be ready 
with- a vigorous vocational training and placement 
service. This service must include a thorough 
investigation into job feasibility within industry for 
these handicapped persons. We may be pleasantfy 
surprised by the high degree of skill many in4his- 
group can achieve once they are given adequate 
preparation. 

Finally, we come to that rather .^mall group of 
deaf-blind, perhaps no more than 5 percent, with 
superior intelligence, high interest, and advance^ 
maturity. In some respects this ia the most difficult 
group of all with Vhigh to iteal iiy terms pf v 
vocational objectives. Their intelUggnce pli^.-th'eir 
potential fof college training can qualify them for a 
variety of professional jobs. Many professional 
positions depend so vitaHy upon fluent communi- 
cation with individuals and with groups that the 
superior deaf-blind person, in spite of his or her 
education and sk^l, is at a serious disadvantage. 
Usuajly the deaf-fellnd person, if h^ or she is to 
succeed professionally, must have a seeing and 
hearing companion to expedite communication 
with others and to assist in travel. Not too many 
. professional positions can support the additional 
cost. If the deaf-bhnd person has sufficient useful 
vision To travel independently and to deal with 
other aspects of the group communication process 
'visually,- then his or her chances for success 



professionally are enhanced. On the other hand, 
many of those who are superior and who have no 
hearing or vision might' be better advised to seek 
vocational outlets in the higher branches of manual 
skills. Nevertheless, we should undertaTce innova- 
' tive thinicing and careful investigation to uncover 
professional areas in. which this small group of 
superior deaf-blind persons may succeed. Under 
the right conditions arid with proper training, they 
can make significant contributions to our-social 
order. 

Housing 

Next, let us consider the living accommodations 
that these deaf-blind children will require as adults 
some ten years hence. The great majority of them 
will require some form of assisted living anange- 
ments. Most will have acquired self-care Skills, and 
many of them will have acquired many indepen- 
dent living skills, but their inability to travel alone 
and to communicate easily and freely with strangers 
will place sharp limits on their independent 
living. True, a number who have useful travel vision 
and sufficient intelligence to exercise good judg- 
ment can achieve complete independence, but . 
these are likely to be a ^minority of the total J 
population. A variety of assisted living models, 
therefore, needs to be examined. ^ 

Jhe natural famtiy. The natural family, of 
4:ourse, is the first and in many cases one of the 
most^ effective and desirable models to be con- 
.^sideril. If;the natural family has survived the 
Jitf-esemje of a deaf-blind member through child- 
w>od into adulthood, the chances are that its 
t|onds are strong enough to carry the deaf-blind 
^n^mher thrdugh continued adulthood. Fortu- 
/naxely, some of our present deaf-blind children will 
find this kind of support When they become adults. 
However, in the nature of things, not niany first 
eggtrntioTl members of the family survive as long as 
( the handicapped member of the second generation 
>sj^gy require their assistance. Furthermore, not all 
natural families may be located where vocational 
' opportunities exist for the deaf-bhnd member nor 
be in a position to relocate accordingly. In addi- 
. tion, a large' number of the families 'of these 
children are unable to function significantly in 
giving assistance to them. Obviously, additional 
living models will be required. 

The foster family. \ The foster! home or foster 
family model of assisted living fo| some deaf-bhnd 
adults should hold considerable ^promise for the 
future, and should be exploited. Foster homes have ^ 
been very useful with deaf-blind children. They ^ 
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give the children the opportunity to escape the 
custodial institution and to be enrolled in meaning- 
ful educational programs. However, our experience 
with foster homes has been rather ?hort. Deaf-bhnd - 
children often experience two or more foster 
homes during the period, of their childhood. It is 
not necessarily an unsatisfactory situation for a 
deaf-blind adu}t to have sp^nt part of his or. her 
childhood in more than one foster family place- 
ment. Undoubtedly, a great amount of ground- 
work will need to be done if the foster family 
model is to become a satisfactory-one for any large 
number of deaf-blind a4ults. We do not know how 
responsive a foster home might be when faced with . 
the responsibility of accepting a deaf-blind adult 
for a long-range pro-am. Nevertheless, the modef 
is well worth exploring, for it may answer the needs 
of many deaf-blind adults. The security an^j com- 
fort to be provided the deaf-blind adult by a good 
foster family is next best to that provided by a 
positive acting natural family; 

Foster homes should be sought in residential 
areas adjacent to industrial and business centers 
where vocational opportunities may be found for 
deaf-blind adults or ^here sheltered workshops 
exist. One of the key components of successful 
foster family placement, as well as natural family , 
placement, is the regular employment of the 
deaf-blind family Ynember. If possible, the foster 

- home should be located where religious, social, and 
other group organizations exist and are willing to 

. accept deaf-blind persons among them and to make 
the necessary adaptations in their routines to 
provide the handicapped individual with recrea- 
tional and other social activities. 

The group community residence. Let us consider 
next a model for living that may be effective Jor a 
larger number of deaf-blind adults than those 
models already considered. This is the group 
community residence. For a number of year* now, 
as part of a general deinstitutionalizing 45rOces», 
group community residences have been springing 
up around the country to provide assisted living 
situations to trainable retarded adults; to emo- 
tionally distressed or mentally ill adults recovering 
from treatment; and for retarded, disturbed, ot 

. homeless children. As a rule, these residences house - 
Jpom eight to twelve clients under the supervision 
of competent, paid professional hou^e-parents, ' 
often young coupfes. Client, members maintain 
themselves and the house, prepare the meals, 
budget and purch^e food and sup'jDlies, and per- 
form housekeeping chores.,Usually, one of the chief 
requirements for client me m ber sh ip in the resi- 



dence is* vocational employment, either in, open 
industry or business'or in a sheltered workshop or 
day activity center, it is conceivable, for the more 
severely retarded, that vocational activities cen- 
tered in the home might be possible, although it 
may not always be desirable. Requirements for the 
location of ^ grbup residence include nearness to 
employment opportunities, the presence of medi- 
cal and health services' in Ihe neighborhood, the 
proximity to reasonable public transportation, the 
presence of social and recreational outlets, and a 
posture of acceptance on the part of the citizens of 
the community. 

After the - initial investment required for the 
purchase of a suitable house, these residences can 
be almost self-supporting if they are operated 
properly. Each client, either from earnings, supple- 
mentary security income, or a combination of 
these, is expected to pay approximately $40 a 
week toward his 5r her share of Xhe operation. This 
fund takes eare of the food budget and fhe 
maintenance of the res^nce and can meet a share 
of the salaries of the professional houseparents, 
particularly when the house is owned outright. In 
many cases houses are rented or leased. If so, 
additional funds must be available either from 
government funding sources or from private dona- 
tions.^At any rate, tliis investment in real estate is 
small compared to the human values to be realized 
ftpm these residences, A number of models for 
community residences are available and should be 
examined carefully as an alternative Uving situation 
for our deaf-blind adults. A number of these 
residences for severely handicapp^ persons are 
operating thra^ghout the Commonwealth of 
Massachusetts. Two of them have included blind 
retarded members and are prepared to accept 
deaf-blind clients. They ^re: Massachusetts Resi- 
dential Program, Inc., 129 Mt. Auburn St., Cam- 
bridge. ItA '02134; and The S^, Inc., 80 Mt. 
Auburn St., Watertown,.MA 02172. 

Ideally, an individual deaf-bUnd adult woul^Jbe 
placed in a residence housing adults with other- 
handicaps. We would then have an integrated 
community residence that could bring additional 
social advantages to our deaf-blirid adults without 
imposing too great a burden upon ' the othec 
members of the residence. If careful preparation is 
made, an integrated plan of this kind could be 
successful. In many other cases, however, an 
^integrated plan of this kind would not be practical 
for one very good reason: Our deaf-blind adults^ 
except for the relatively few who may master 
speech, will depend upon manual communication 
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techniqWs. This form of communication will not 
be understoodT by the seeing members of the , 
residence\until a training program has been under- 
taken to\ prepare them. Furthermore, before a 
training pnogram in manual communication can be 
undertaken, the other clients in the residence must 
be willing tio learn. 

Although an integrated community residence 
nniay be the ideal, the nonintegrated community - 
residence may be the most practical one /or the 
greatest number of deafblind adults. In this 
nonintegrated. model, ei^t to twelve deaf-blind 
adults can be, brought together under the direction ^ 
of professional housepa^ents. If we have done our 
preparation properly while they are still children, 
,they will be able to;^are for themselves indepen- 
dently m a hom^^tting. They should be able to ^ 
assist with hp^^ehold chores and cooking responsi- 
bilities.; JThey should have vocational training that 
will^ enable 'th^ to be employed. They should 
have developeT\ifricient social awareness and 
expertise to associate with other people at least to 
the extent their method of communication will 
aUow. Certainly, right now is .the time we Should ^ 
be givmg attention to this "preparation of oi^t 
deaf-blind children. 

•Special attention must be given to s^eral factors 
in these community residences. First, the house- 
j)arents must be selected with particular care. They 
must be in tune with the special problems and 
needs of deaf-blind persons and above all must be 
thoroughly prepared in their residents' special 
. means of communication.* Second, in the selection 
ot the deaf-blind clients, attention should be given 
to including some who have useful" vision along 
wfth thpse who may be totally blind. Particular 
attention must be given to modes of transportation 
within the cpmmunity t>ecause those clients who 
'^do not have travel vision must follow uncompli- 
cated routes if they are to travel alone. A strong 
effort must be made to enlist the goodwill of- the 
cjtizejis of the community in terms of accepting 
these multihandicapped people. A program should 
be developed to. recruit volunteers to assist these 
deaf-blind persons as they go into the community 
for shopping, recreational; and Social experiences. 
^' This Community residence model is prdfcably most 
appropriate for deaf-bhnd adults ranging in poten- 
tial from the upper-trainable to the middle- 
educable levels. With modifications in expectations^ 
or goals for the clients, however, it could apply to 
those "at either lower or higher levels. Certainly, 
many will" he able to prosper in vthis fornix of 
commjinity residence. ' 



Custodial or totahcare institutions, Ffnally, let 
us examine the' custodial ins^tion as a setting for 
some of our deaf-blind clients. Every state has at 
least one of these residential institutions; many 
states have several. Through the years large num- 
bers of children and adults have been institutional- 
ized because of their severe mental retardation or 
other incapacitating handicaps which, according to 
popular Belief, rendered them unfit to maintain^ 
themselves or to be'maint;ained in open society. In 
recent yea^ deinstitutionalizing programs have 
served to reduce the size of Uhese custodial ^ 
institutions by placing large numbers of retarded 
-and otherwise handicapped persons in community- 
based 'settings. In many cases thi^ movement is 
appropriate. Certainly, large numbers of custodial 
clients can, through proper training and guidance, 
make a contribution outside, the instituti,on. 

On the other hand, f9r that rather large segment 
of our severely retarded deaf-blind population 
ranging from the middle-trainable downward, per- 
haps the custodial institution with important modi- 
fications can be the most successful model for 
supervised living. Unfortunately, the term custodial 
institution still conjures up images of unclearf, 
undermanned, unsanitary, and backward facilities 
in which large numbers^ of severely handicapped 
persons are neglected or even abused in a mpst 
inhumane fashion. Yet, under enlightened adminis- 
tration and adequate funding, these conditions 
might well be replaced with modem tffective living 
units in which the severriy handicapped person can 
be provided with a pleasant, comfortable living 
envtfonment and rehabilitation progr-am designed 
to develop his 9r her full potential. The Walter 
E. Femald State School near Boston, Massachu- 
set-ts, has converted a small staff residence into 
a training -cottage in which Si^me of its clients 
receive instruction in independent daily living 
skills. Furthermore, on the Femald campus, 
ground has been broken for a series of family-type 
cottage units in which independent daily living 
skills can be provided to prepare clients for entry 
into local communities. These units will be com- 
pleted when additional state funding is provided. 
Lincoln State School in Lincoln, Illinois, has also 
tumed staff residences int9 model training houses 
for independent daily iiving skills. 

Is there any reason why some of th6 features of 
the community residence described here could not 
be applied to the campus of the custodial institu- 
tion? Could not smafl family units with profes- 
sional houseparents be established in cottages 
housing no more than -12 clients? With such' a 
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program our severely retarded deaf-blind adults 
could continue to receive training and supervision 
in their daily living skills and could participate as 
. much as they are able in the maintenance of their 
home. Workshop facilities tould be expanded.on 
the campus of the institution to include vocational 
training and employment oppbrtunities for those 
individuals able to profit from (ftefn. Introduction 
into surrounding local communities^or social and 
recreational purposes could be made when the 
deaf-blind clients are ready and fhe local citizens 
are willing to ac^M^t thei^e ' persons. Integration 
with other adults Wm) are not deaf-blind and who 
are at similar functioning levels would also be a 
possibility. . 

The best argument of all for establishing this 
^type of facility is the fact that the custodial ^ 
^ institution is where a large number of our deaf- 
blind children are. For those who do not demon- 
strate the potential to reach higher levels of living 
skills entitling them to more sophisticated settings 
in local",communities, the campus of the custodial 
' institution seems to offer the most effective setting 
for providing'an enlightened life-style during their 
entire careers. Under the enlightened living and 
training program in^ institution suggested here, 
perhaps more of these*severely retarded d6af-blin4 
children wUl be able to develop the skills necessary - 
to live as adults m some type pf suf>ervised 
dwelling!^ in society. Certainly the institutional 
program should be so structured' that it will allow 
any deaf-blind persou^who reaches Ihe necessary 
levels of competence to move into the community. 

V Summary 

^ We hav^ considered a number of possible living 

• settings for our deaf^blind children when they 
become adftlts. We. have discussed the natural 
home.; the foster home; the conynunity^residence, 
both ip^egra-ted :and*nonintegrated; and the custo- 
dial institution* Some of these models are better 
for certain types of our population than others, 
but certainly all models will be needed to meet the 
demands of this population within the next ten 
years. One or two additional factors would seem to 

• emerge from the foregoing discussion. Fij^st of all, 
great flexibility within each of the living settings is 
imperative. The living setting itself and associated 
areas of life experience, including employment, * 
social and recreational activity, and degree of < 
independence in living, must be open. Provisions 
must be n^de for movement by any individual 
from one setting to another as his or her capabjl- 
ities and -interests change. This is particular^ true 



at the custodial level, for no one <:an tell how Tar 
some of the children we consider to be severely , 
retarded may go with proper training and encour- 
agement. Secondly, in the next ten years we must 
attend to careful planning and hamesang of 
resources to be ready for these deaf-blind persons 
when they are ready to Assume their^ place in 
society as adults,' Let us now turn our attention for 
a time to this planning process and to some of the ^ 
agencies that must, assume a role^of responsibilitj^ 
in it. ' . 

Programs Serving the Deaf-Blind 

Programs are readily identified j>y those who are 
familiar with services for deaf-blind persons. At 
the federal level are the National Center for Deaf- 
Blind Youths and Adults and the Regional Centers 
for Services to Deaf-Blind Children. At the state 
level are the various state commissions for the blind 
and rehabilitation comrnissions for the handicapped 
and the state departments for special education. In 
a feW states other governmental departments may 
be charged with the responsibility, for deaf-blind 
persons. At both state and local levels are valso a 
variety of private agencies that inokide 'programs 
for deaf-blind petseFiis. A growing txend throughout 
the country is for state education agencies \o 
delegate responsibility for directing programs to 
local boards of education. 

Here, then,, is a rather imposing afray of program 
personnel and fiaancial resources all committed to 
the responsibility of- promoting the education or 
the rehabilitation of deaf-blind persons (rom 
infancy through adulthood.'' Obviously, the first 
and most overriding need is fqr a plan of coopera- 
tion among these various agencies so that they may 
share both the responsibility and the resources for 
the best interests pf the deaf-blind without waste- 
ful overlapping or conflict, f erhaps the fii:st step in 
considering a plan of cooperation- is to identify 
both the role and fhe sphere of responsibility 
attached to the varidus types'of programs. 

Role of Local Govenjjnenc Agencies 

In 'our present social ord^r, the primary role and* 
responsibility for both the education of deaf-blind 
children and the rehabilitation of deaf-blind adults 
rests sguareiy upon the shoulders of state and local 
govenuh^ntal agencies. These agencies have *been 
mandated by hw to provide th^ deaf-bhnd clients* 
in their respective geographical areas with adequate 
services. ^ Any plan oP cooperation must take this 
prirtiary responsibility of state and local govern- 
mental '^fencies into account and consider the role 
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of other Urgencies as supijorting^nd^ugm^nti^l. 
many/ p4rt^ dl the 90/uijtiV , these ^ate anB^ local . 
^ovemmentil ^igendfes have be^rt slow teTecognize 



the national 
demonstration 
Eoterjrises 




has established a satellite 
trainirig model at* the ^fcansas 
Little Rock, Arkans^ ^ Another 



* the'lfapidly inclosing need for , services for fl^f- . -'satellite training .model program is Ijang planned 



blind chijdren ^d adults and ihe great financial 
investment require* to provide- these services 
adequately. Thg fihancitl' oost/of' adec|uatb-T>rO- 
gramming continues to stagger Tocal-oTpcials, and td 
expect that locaFand state resources 'can. carry the 
total xost is uMj^alistc* On the^pther hand; aware; , 
ness of t1ie.e)rtent and /latufe of the proWem'and 
wilfingn^s to take action^i^growinf at Ihq^ to^alT 
leveK State departments of jWuc'atfbnvare helping 
to finance local programs for deaf>blind^ children , 
and are supporting teacher .t^il^iB? pjpg^apis. State; 
rehabiljtati*n conjmi^ions am commi^ions for 
* the . blind and* foi^ ^the d?af arj^b^nning* to 
. understand tlie! needs of deaf-bhnd youths anm ' 
adults .and are beginning to explore ways and' . 
. means.bf providing practical* reJiab|lffition. services 
for them. AlUpossible means shoull^e taken tC. - 
expand state laJcl local activity focthat is where tha^ 
primary'xesponsibility mu^ ^-aad whefe ih^ basic • 
sfervice plans must originate * 



National and Regional Ce^rs 




, Tiic ^w6- federal programs, tljat serve deaf-blind 
persons are the National^ Center foi; Deaf-Bhnd^ 
Yoylhs and Adults and the Regional Centers for* 
Seivic^ to peat-Blind Children. -Thesf federal 
programs caijry a^^trong mandate to sUppprt and to 
cooperate witia^oth governmental*^ p^vate 

.JcKjal. agepl3e^p|^ng thyjfcaf-blTnd; They afe 
dfewgned to assisHn local ^^frammin^ but ii 
way- is the, in tent fij^these federal pfogr^ms 

- assume the/prirnaiy Wppnsibilit^or serving deaP 
blind persons throughput the country. S4nce'' these 

. fi^deral proayms were created Tor tjje sple purpose 

.of serving IHldeif-blind, tlley have Ogen sknifi- 
cafttly aheafl^f many l©cal ^agen^ies iruaqqumng 
knowtedg^^We^Staf^and art expertise fc^ develop- , 
^ing effec^^e pro-ams. They can ^Toyide extremely 
valuable assistance to foCa^agencies that are trying 
td ^initiate effective prc(grains for their deaf-blind 
clients., Tn the case of the 'National, Ceijter for 
Deaf-Blind Yojuths and A^hlltSf" ^sist^nce a^ pre- 
sent 'must be.limfted to expert consultation and • 
guidance and ^to the ctevelc^ment of . a mqdel - 

t rehabilitation l^nter fof 'derft-blkid ^adults/^he||^ 
national center is to demonstrate, to i^cdSW 
agencies throughout'^e country the' components • 
of effective rehaKilitatiotV-^rvic^s, including train- 
ing of personnel. The j^i^aTmod^ training center, 
is in' Long Istend^New York. Within ^ttfwjf^ year 
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for California. These satel^^ programs sJiould * 
extend ^ considerably the effectiveness of' the 
national center Jn brining support and assistance 
t*to state and lo^l agehcies throughout the country. 
Let '\\s hope ' that in the future Congress will 
augment the budget of the hational center so 
that the centenmay provijde some financial support 
to local program^ in. addition 4o' ^ its • pr^nt 
g^M^Qj^ultatfon and guidance function. . . 

• i Ira^l^onal Centers,fbr Services to Deaf^fend ^ . 
GhilSJIKave been extremely helpful in assisting, 
locd. echjcational -agencies to establisk^fective 
prpgrams. The regional cd^nters have been^provided ' - 

"xby Congress with 'funds fo p^ide som^^finahc^al , ^ 
assistance for local programming. H^re aglBi,. ^ 
^because of the great expense involved in providing 
^ .angaHpqiiatft ftduWion^fQr deaf-blind children and* 
he^iDtse ^of ihe^ wP^helming finapcial pre^ures 
faced by iQcal and state ^agencies, let us hope that 
Congress vl^ill' increa^« the federal -shaVe of- the ^ 
finaoice^ needed to support these educationaf pro-.- ^ 
grams. 4liis will- be ^riece^toy if Q\my deaf-AUnd 
child is to receive the*kin(i>bf a program he^^rshe 
should. have: 

XJnp* further tojJic related -to the two federal-* 
programs- merits "discussion. The deaf-blind rulAlla . ; 
children arc grb>ying into adcflescence an^ into that 
agfe at.whityiprevocationSl and vocational training 
becom^jpmnary objectives in pfepfl&qng them for 

iood. We have a considerable, numbef of, 

adolescent deaf-blind youths^ bet ween the ages df^ 
sixteen and twenty-one years. As time^ passes, th§ 

* function of^-tlfe national center and the regi*al 
^cen\er*will tend to merge^ and an overlapping of 

jes^nsibility and perhapsrpf services could occur. 
Tow^ avoidance of wasteful . duplication "and 
possible conflict, the two programs must be oper- • ^ 
' ated in g cpoperative manner, .^and their roles mUst ^ 
/be clearly defin ed. An adns6ry council to.the^i- 
-sNational Center for Deaf-Blind Youths and Adults ^ 
^ i'^ alreVdy. functioning with regular meetings and 
. includes key personnel from the Regional Centers A 
"**for Deaf-Blind Children. However, ftirther review 
ofXthe* relationship between^ the two' progirams^ 
would be in dfder. > • ^ ; , ^ 

The regional centers have funds not only to 
provide expert coupling and* guidance to local 
agencies, ^but also to provide direct financial ' • 
^gis;tance to^lpcal ^eAfcational programs f^^ dea*f- 
mnti clrildren. Peftiaps as t|^se children now being 
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•served locally grow into adulthood, the regional 
center^ should use some of their funds to assist 
local rehabilitation agencies in providing advanced • 
•vocational training and placement and to support 
community residences and oper forms ^of living 
settings. Certainly; the regioilal center staffs will 
have the expertise to promote vocational training 
^ prognmis. State ^nd local renabilitation agencies 
^ are going to ^quire both Jpxpert counsef and 
guidance and some flnancial Issista^^to provide 
adequately for the many deaf-plind alj^^ will 
, need .their services. ^ ' ^- 

Some persons SFgye that as ihe deaf-blind 
children, become adults^ federal responsibility for 
them should bel transferred td the' national center 
and that gradually jpgional centers would 6e 
phaserf out as their services are no Jonger, needed 

* by ih|^^children; To .phase ,out the regional 
. c4flfrs could qiean the loss ortrained, experienced 

pefsonrfel who understand local needs anjd who 
could be very iisefu^.in ad^^jjgcing local pro-ams 
forlMultsJt could als6. mean the loss of significant 
jflS^d^^ .fu^s> tcf ^up^pbrt logal programs Unless 
^fPlc^imss can be gersUaded tol;Jipand the budget of 
lational center and encourage it tp assist in**" 
flocal funding. Furthermore, we are likely to have a 
continuing flow of deaf-blind children, perhaps not 
in the large numbers resulting from the n^ella 
jjpidemic but in sufficient number* to require 
continuing the services of* the regional centers. 
Some form of merger between the «ationil center ~ 
apd the re^Djial ifenters would seem appropriate. 
However, ^iM^piV m^ger should not destroy 
regional centejpi^fTs that are working effectively 
^^i^^t the local teVeKand th^ will continue to be 
needed" to support local agencies '^vith expert 
^ guidance \andsupplemerijtary fund3. Perhaps a 

# mergepof ti^Ba wo jii^pm at the federal level 
" may b€* ^esi^W with oq^ official, responsible for 

directing the services of^both. Or perhaps the 
programs shouldj^maih s^arate bufisubject 16 the 
.4^ddcifflon-makin^Wftbority of a smaiL^fcncil repre; 
sen ting both. Regardless ofihe form such a merger 
would takt; coopara^on between these two pro- 
ems is jfeo^yl if we ^re to have an effective 
* service for^SwK)lind persons- in this country.^ 

In the rai^ntime", both federal programs are faced 
withk)n/extrem€ly im^rtant problem upon which 



\ 



prompt and confinuing cooperation* must .t^e 
place. This is' iJie problem of p/oviding adequate 
prev^ational and vocational traihing programs ^A^^ 
training in independent daily living skflls .^"^ 
adolescent deaf-blind children. This \yriter belie 
jthat^ we ne^d several ^esideiitial^ rehabilitatif 
training center? established arou^S' the country. 
Where /but in a .group residentiaf setting that is 
,staff«a by professionals can numbers of oui d^f- » 
blind youths be mtroduced effectivej^^ to^^^thfi?^ 
necessary skills o^dependent liviogT WKere bift in ^ 
thi^ same kind of residential setting wilfh a good 
deaf of individual attention 'can these ,same deaf- 
bliftd yo4iths be provided with adequate vocational 
trailing? /Youths favored with' a very effective , 
family will acquire the necessary skills at home, and 
others may be able to acquire adequate vocational 
training ikills* in a program fo^; less handicapped 
persons, but these are lijcely^to be ^the exception 
rather thaagjje rule. ,We already iiave a number of 
residentiaP'settings ^staffed by professionals with 
considerably knowledge of the^e trainingnrocesses 
fbr deaf-l^nd'^^ung people -and with *fenty.of 
potential for expansion if nouriSR^d^in the proper o 
fashion. Among these are residential schools, both ^ 
for the deaf * and for the blind A^Jweh should be 
exploited fully. We alrea^y^Tiave* one or^ two ^ 
Successful models -available to demonstrate how 
effec^ife Vdiafcilitation seryices can be i^avided for ^ 
deaf-bimd youths when desire and resources ara 
brought; together (Perkii>s School for the; 'Blind, • 
Com{nunity Residence Trainirfg Program for Dfeaf-' ' 
Blind Addescenti* 1 75 N. Be^acon* St.,^Watert6wn,- 
MA D2172), tet us mov#^ forward, then, in a full^^ 
spirit of pooperatioit to prepar^^rselves to meet 
t\te needs of deaf-blind adolescents. * ' 
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' Historically-, twa major professions ha^e offered 
programs and services to deaf-blind persons:' Jteach- 
in^ and ^social work. Social wofkeFs, assigned 
Beaf-jplind persons as- part of a total case load, 
normailly dealt ^^^^ adults, whil.^ teachers usually^ 
werked with sc\mm'^gt children. Yet, f^w person- 
nel of any kind nvere specifically prepared to work 
with deaf-blind persons of any , age^ Since the 
ultimate factor for determining life-tiijie placement 
of deaf-blihd persons often is their ratQ of progress 
through various trailing/ prograp^, it is essential 
.that (I) 'these programs be designed to meet their 
needs; -and <2) these program^ be* started with' 
wetjkfained personrfel. 

Preparation Programs . ^ 

^ Prior ^to' tfie /1'963-6S rubellaf- epidemic, formal 
preparation for work with*<ie^f-bhrtd children was 
: prpvideld to classroom teacl^ers only. Only '^t" 
, program at- Perkins School for the Blind, in 
cbi)juii|gtion with local i^titutions of higher educa- 
*tion,' offered a degree prograin for4eachers of the. 
dfl»f-b*in^y¥eachers trainea in the Perkins program 
were hired by «seveH 'residential schoolsTfor^-the 
bhnd across the coun^f^fMlie was 
usually Iducable. a(f^TKe children were integrated 
as quickly a^ possible into- classes with the blind 
population of tU^ school. For the most pai-t/the 
children were picked in dormitory settings* wjth 
,their Jblind peers, »tL personnel tVamed specifically 
^ to work ^ith th/deaf-blind^ were not required in- 
other then the academic classroom settings. With a 
total sghool population of less^han I OO' children/* 
personnel needs were not great in tefrnfis of total 
numbers. Nevertheless, teachers .N^th formal prep- 
^alion were insufficient to meet the demands 
(Dinsmore; 1966 
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■of Educators of Deaf-RliiflPChildren [Watertown,. 
Mass., Perkins School for, tHe .Blind, 1954])'. The 
i^ajority of "teachers' of the deaf-blind were taken 
from other fields aftd given inservice training to 
make them kfiOwledgeable and competent in the 
^'teaching of the deaf-blind. 

" A major change in tljg>status of teacher training ' 
and educational programs xor the deaf-blind came 
about when the United Statb^ Office-bf Education 
(USOE), Bureau of EducationTor the Handicapped 

' (BEH), funded four training programs»ih 4967 to 
train "professional teaching personnel. These pro- 
grams were conducted at (I) Boston College, as 
part a cooperati^ training program withPerlfj^is 
School f/r the Blind; (2) George. Peabody College 

•for Teachers, rwhere a program was funded to train 
teachers of tfie multihandicapped,^ including tte 
deaf-blind; (3) Michigan State University, where a ' ' 
fivt-year program was developed with dual emphar 

. sis on training teachers for blind as well as ^4^^ 
cleaf-blind students; and (4) San Francisco State 
College (now San Francisco Stare University), ^ 
where a program was ,to bq developed through .the , 
cooperation of faculty then training teachers for 
the vjsually and/or hearing handicapped. Later, • 
programs at Portland State University and the - 
University of Texas were funded through the same 
funding source to prepare teachers for deaf-blind 
childten. . , % , ' 

'In 197*1 a conference was held to discuss the 
needs for professional preparation in the field of* 
service to the deaf-blind. .This conference was 
attendeciTby !repr^ntatives from aU ten regi9nar . 
cerrters, from the M colleges and universities then 
engaged in teacher preparation, and From the 
USOE (BEH V - 
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The concerns of those attenditig the conference 
were Inflected in their recommendations. Many of 
the graduates preparing to teach severely ^landi- 
capped deaf-blind children had been prepafed irT 
traditional techniques for u^ with the deaf-blind. 
These techr^iques had proven successful with the 
educable deaf-blind population. However, the chil- 
dren being identified by the regional coordinators 
were, for the niost part, not educable^ Those 
persons mvolved in teacher preparation expressed a 
desire to be more attuned to the needs, of/ this 
population but lacke'd-funds to^it prog^hR^oj to 
place and supervise students. Tnus, recommenda- 
tions were made in an effort to meet what were 
Considered serious shortconrlngs in the preparation 
of pferSonnel to meet 'the needs of the entire 
deaf-blind population. 

One of the suggestions from thftt 1971 confer; 
*'ence, that federal monies bemused t6 expand the 
training » programs for personnel in the area of 
deaf-blifid, has been effectively implemented. Since 
the 1971 meettRg, a preparation program at Cali- 
fornia State Univ^i^, Los Angeles, has been 
iunded through US^(BEH),and the University of 
Pittsburgh has begun a program to prepare early 
childhopd education teachers to work with the 
'>severely Handicapped, including the deaf-blind. 
Other^ programs such a/those at the University of 
Washington it\d Teachers' College at Columbia also 
off ef courses in working with the deaf-blind. 

In her analysis of the status of»special education . 

in the colleges ( 1§^74), Josephine Taylor states 

» 

During the 1^72-73 academic year, seven colleges a»d 
universities- graduated^ one doctorate, one educational 
specialist, thirty-siX master's, and eight bachelor's degree 
teachers plus twelve certification only teachers of 
deaf-biind children The number enrolled m fyreparation^ 
programs for the deaf-bhnd^ during the current year 
includes si^doctoral students, one educational specialist, 
one hua6red and eight.een master's, ten bachelor^, and 
forty certification only studcnU This should n(^be 
mterpreted tojnean that there will be a gigantic increase 
in the number of graduates^this >ea^, 4^ some4)rograms 
are more than a year in length and the number also' 
includes part-time students who may requfre/veveraF ■ 
' years to graduate It seems probable, however, that^^he * 
number who graduate will be at least double tharoT'last 
year. ^ ^ • . ^ 

In general, there is a trend toward comp^tt/ncy- 
based education as well as an attempt to promote 
meaningful teaching strategies at the college level 
Programs are becuqnng concerned with more 
severely 'handicapped ^children, and student?i in 
graining are bemg exposed to the wide range of^ 



haAdicapping conditions with which deaf-blind^chil- 
dren"*VhaV ^e afflicted. "The emphasis on common- 
aliti^ that'exisf between area^ of special education 
for*tli^ handicapped varies within the diffeceiit pro- 
grams. Some emphasiz;e one type of exceplionaUty. 
niore^than others. Some deal only with the ne.eds 
, of de^a^blind childrert, 'while other.j)rograms con- 
sider the broad range of handicapping condition^. 

* f^The variety of teaching techniques also vai^fes 
between programs. The practicum base^is becoming 

' broader, but much or it depends upon the interests 
and, desires of individual studerlts as well as/)n the 
physical or ge(5graphicai location ©f the prepara- 
tion program. This means that not all/students 
'receive an ^equally broad education. There is an 
* atterfipt, however,' to provide a varie^ of practi- 
cum^experiences so that, students w^l be^ exposed 
to many different types of .situations. 

.The use of USOE(B£H) special/proiect. funding 
for programs that might not meet the traditional 
Criteria, bur will, hopefully, leaV^o new methods 
and techniques'in personnel prep^ratibn, has been 
' especially effective in trying innovative techniques 
to prepare personnel in the area bf Jhe deaf-blind. 
Special pr6jeCts are designed to be developed and. 

- implemented over an initial planning year, with^ 

' three .additional years of operation. - 

-One of/the, first USOE(BEH) special projects 
jyis aVartfed to George Peabody College for 
•Teachers to investigate team teachmg as a means of 
preparing* personnel to work with multihandi- 

, c]{ppeci children, mcluding^the deaf-blind. Tech- 
.niques for forking with >oth the children and 
their parents We|fe. investigated. • ' m" 
•Perkms School for the Blind is currently in- 
. vaived in a special project in which university 

^ students from various regions are brought in and 
trained dunng the summer. The students then 
either go\ back to their respective colleges to 
continue, their regular studies or take positions in 
the field of service to the deaf-blind even though 
they have .not been academically prepared in a 
xollege that offers a major in that area. 
' Tlie National Recreation Program at the Univer- 
sity of Iowa is a, special project designed to train 
ftersonnel to work with deaf-blind persons in the 
area of therapeutic recreation services. 
\ Elemefitary and Secondary Education Act, l^le 
VI-C, funds have been used fbr a Ifational L<^der- 
ship Training Institute fp^-Ttfofessional vJ%vkets in 
deaf-blind programs. Established at California State 
University, Northridge, the institute is a ' two- 
summer college trlfning program, with additional 
work^ required during the year in supervised field 



work. This program 'offers a master's degree in 
admini^ration and supervision, The proe*am, just 
completing its first year, is the first national 
attempt to develop administrators for deaf-blind 
programs (National Advocate for Deaf-Blind Chil- 
dren, 1974). Many junior colleges and community^ 
colleges across the country are training piraprofes- 
sionals and using many of the deaf-blind programs 
as practicum facihties. These programs, in turn, are 
a sojurce of employment for the newly-trajned 
paraprofelteonals. 

- 1 Inservice Training 

Because few students are prepared in deaf-blind 
^training programs at colleges and , universities, anc^ 
because Ictrge numbers of teachers are already in. 



the field withdit formal ^preparation in teaching 
deaf-blind children, increasing emphasis^ has been 
givgn to inservice training. Inservice training is used • 
to acquaint teachers and professionals fi'om othej 
areas with the unique needs of deftf-blind children., 
A career-ladder approach to inservice prograoi^Has 
been suggested so that aides can progress to '' 
teachers , 3^d/ teachers to supervisors • or admini3: 
• trators. Inservice training also provides ongoing 
program evaluation and development andgiShould 
incorporate all program personnel, inclQding(bus 
drivers ajid administrators. , 

pbntact v^as- made with •current deaf-blind^ 
(tegionat^chffices to^'asse^^the extent of inservice 
training currently being^ffered. (See t^ble.) - 



_ Table 1 

Summary of Implemented Recommendations 



R-^cOminendai ioils 



Junior colleges/xommunit>^ colleges train paraprofessionals . 



Communication established between centers and university 



Center coordinators recruit for the university 
Career ladder developed in each region 



Ongoing and self-evaluation 



Uni^tsitv deaf-blind 'peFSonnel assist inservice trailing 



Un^csi 



onal personnef be inservice trained 

ice plan ^ T 



Regional committee develops inservice 
Traveling resource team available 



Formulate a registry of trained personnel 



Research effective teaching techniques, and so forth 



'Answer by region 



Yes 



10 



'1 



10 



Additional institutes 



Regions pay university directors-to visit programs to identify needs in 
-updating training programs 



Regional supervision of practicum students 



tram paraprofessionals formally 
"^kvelop a curriculunri guide , 



Myltiyear funding 



10 



10 
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All coordinators ^expressed a commitment^o inser- 
,vice ^training, and such trailing remains ja tog* 
, pricHity within the regions. Tfi€ extent .of person- 
nel * participation in inservice trailing differs 
between and within regions, and attendance cri- 

• tern, vai^ from one workshop to arfother. The 
fonnat df the workshops is varied' and includes 
lectur^ participati6n, and^demonstrations. • ^ 

' Short-terra expenences ranging fi;om a few hours 
to a few days have been utilized most often in 
in$ervice^ training, with programs geared to meet 
the specific needs 6f i>ersonnel currently working 
in the field. Other inservice training courses have 
taken^ place over a longer period of time, such as 
the summer workshop offered by the* regional 
t:ent^r located * at the Michigan School for the 
, Blfnd. John Tracy Clinic in Los Aiigelps has offered 
summer ^programs for teachers at the graduate level 
and also has had a short-term training program fqt 
^preparing home gtiidance and training personnel to 
work with parents of children not iieceiving other 
services {National Advocate for D^af-Blind Chil- , 
dren, 1974). . - ' , 

State rtonies throughout the country have been 
made available for use in funding workshops, 
, summer training programs, special courses,* and 
grants covering tuition payment for those attend- 

• ing inservice programs. A great deal of regional 
money has been put into institutional programs as 
well betJause of^the large numUfers of deaf-bHnd 
children found in such settings. Many institutions 
have offered their staffs inservice training in which- 
a multidisciplinary abroach is emphasized. These 

. inservice progracnsjhav^ncluded teachers, physical 
therapistSs Social workers, occupationat therapists, 
ward workers, aides, and nursing staff. In some 
cases foster grandparents have been included in 
these inservice training programs. These foster 
gran(Jparents have been an additional source of 
personnel available to deaf-blind children and ha,ve 
made a valuable contribution to many programs. 

Regional deaf-blind center- libraries containing 

• films, videotapes, toys, instructional materials, and 
teaching supplies have been* developed. The use of 
these libraries and materials has become a means of 
upgrading the skills and knowledge pf those in the 
field and' is another metj^od of providing inservice 
training. Most of the regions' are now publishing 
conference^proceedings, and the number of publi- 
cations that are available regarcjing the d^af-blind 
has increased accordingly. These publications have " 
resulted from Ipcal and regional workshop efforts 

and are geared to different consumers. 
^ ♦ 



Several regions 'have developed videotapes for, 
teaching purposes. The^ tapes are available on 
loan to other regions for inservice training pur- 
poses. ^Newsletters published by various regions are 
also a j^eins of providing inservice training. Thfese 
newsletters help professionals in the field become 
awar^of new publications that are available, nam^s 
of ^cialists dealing with the deaf-blind around 
the country, and new' techniques aftd programs 
that are being developed across the nation. * . 

Other Types of Jraimng ~ 

Because of the shqrtage.of trained personnehand 
the recognition that parents are the child*s first 
teachers, programs training parents to'work. with 
their deaf-bhnd children have received a great deal^ 
of emphasis. Training ftiodekhave vaiied, b,ut all 
have demonstrated that pafrents can effi^ciently 
teach their own children. ' • " « 

Some programs hav^ been used in training both 
teachers and parents. These*programs» some devel- 
oped under the Fn^t Chance Network,. USOE 
(BEH), have resulted in publications u^M to 
parents, teacbfers, aides, counselors, and soda^ 
workers. Other useful materials have been^uj)- 
lished by pfofessionals working in - allied f^efts. '^ 
Many books .written for retarded children, for 
example, have been very helpful <to - parents and 
teachers in getting deaf-blind children to.walk, eat, 
and be toilet trained. * ^ ^ ' ^ 

Allied fields have been particularly invo\yed with 
multihandicapped deaf-blind chifdren. Multidisci- 
plinary personnel such as speech^ therapists^^audiol- 
ogists, occupational therapists,' physical therat)ists,^. 
paraprofessionals, and child development special- 
ists are being trained in currently' operating prch 
grams for deaf-blind children. Th«e programs Ifave^ 
also become an observation* site or field plac^ent 
for pediatricians and other profesaonals in the 
field medicfne. Psychologists placed in such 
practicum pjacements have found this extremlely!, 
beneficial in terms of being able, f6 work with 
types of children who have not been traditionally, 
covered in their preparation programs. 

Summer camp programs . are another area ip 
which personnel gain experience in working with' 
deaf-blind children. Many students -who are finish-- 
ing master's degree programs in working with^the * 
deaf-blind are hired as camp counselor's, and 
students trained in other areas of education 'have 
been hired as aides. This enables students to have 
conta#| with deaf-blind children prior to working 
in the field and to learn their needs as they live, 
together. ' ' . 
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Staffing Models ^ 

Traditi6nally, ona teacher was r^esponsible for all 
aspects, of programming for two children during 
the teaching day! The childiretPwere then turned- 
over to house parents, who had 'a limited numbef 
of diildren to handle. This pattern resuhed from 
the ' philosophy that students would have less 
adjustment to make if fewer 4)eople worked with 
them. They would he able to mal^e more rapid 
adjustments and show greater achievement in this 
way. ' " ' 

Currently, the- traditional model is ^5ddom 
found. New models of^ staffmg patterns/ have 
• fevolved because of lack of funds, large- numbers of ^ 
students, and too few formally prepared teaohers. 
The most common staffing 45attem today has\ie 
trained teacher supervising a number of aides, Vho 
jirteract>ithjhe children. This may r€sultjn the 
traditional one-staff-to-two-pupils ratio, but the 
- nurnber of trained teachers required and .the co$ts 
are not as great. The supervising teacher ;is usually 
resgpnsible for two or three aitfes arid for program- 
ming. The supervising, or master teacher 
' ~ objectives for the program, jvorks with the aides iXT^ 
' form both long- and short-term goals, and writes ^ 
• •* *day-to-day lesson plans. The aidgi carry* out the ^ 
' program ^hned' by the master teacher!^ Both 
1 teacher and aides' art involved in evaluating the 
! progress of the children. A good team working this 
way can be extren^ely effective. 

In some setting^ the teacher may have each child . 
i;idividually for a particular subject such as.conv- 
mqnidibon wjiile the aides cover c^her subjects 
^ • ^ such as sdlf-care skills. In*other settinp^the teacher 
' * ' and aide! work only ^ith p.ssigned children. In still - 
another Variation, all personnel work^ith all chil- 
dren iffall teachiiTg areas. 

• Team leaching is another model that hias been 
investigated for use with deaf-bhnd children. 
Although staffing varies from place to place; one 
might have, a teacher who is trained in the areas of 
mental retardation teamed with teachers whose 
train^ing is in the areas of vision and deafness. These 
three teachers would form a team .and would deal 
with the children and their -needs as they relate to 
specific disabilities. Anpther type of team might 
have a teacher w)io is trainjed in working with the 
deaf-bUnd working "with teachers whose trainmg is 
in the areas of elementary education and -child 
development. In this team the teacher of the 
deaf-blind would talcfe the initiative,, helping th^ 

• others prepare J)rograms and lending support in 
areas in which they are ' not as knowledgeable 
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concerning implications of d^fness anti impaired 
vision. Teachers who have no e^ypertise In deaf- 
blindness need the help of someone famihar witjj 
these dual handicaps pn at least a consultant basis. 
Deafness and bUndness in these children are not 
separate handica{5s, but are, intertwined. The resul- 
tant needs cannot be attributed to either deafness 
or blindness alone but to a ccunbination of the 
two, . . ' , • 

V In the case^f te^ teaching, one teacher ^oiild ^ 
be designated as a lead,\head, ox supervising- 
teacher. This has been necessary, regardless of the 
composition jof the teams, because of the problems - 
that evolve wheifho one is responsible for making 
decisions. However, some* dangers .are involved.. 
Such a teacher may ±>ecom^ dictatorial aqd may * ' 
feel that h^r or his decisions ard^-mpre important 
than the decisions of other team members. Thp ' 
- greatest degree of effectiveness is achieved when aD 
areas are covered and when a real team effort is 
achieved (Hart, 1972). * . ^ 
^ Team teaching offers many benefits: several 
*-eas of expertise can be included; staffing patterns 
can be varied so,J;hat individual work can be varied 
' vidth group work; someone is present in c^e an * 

* emergency necessitates a teacher leaving the dass; a 
child can be removed from the situation without, 
the other children Being left ,ypttended; and , 

- considerable sUpport from othe^eam members * 
^ can be'utilized.. Although team teaching means that 
several person'fare interacting with each child, data 
show that the children adjust as long as ther«is - 
consistency among the team members (Hart, 
1972). } . - ' ' - 

Another type of team model is composed of a 
teacher wHose preparation is in working with the > 
deaf-bhnd plus members from outside the teaching 
, area. In this situation a physical therapist or ^ 
^ occupational therapist may 'be part of a team^or a 
trained teacher may be teamed with a social .V 
worker and siieech therapist. This team might be 
composed of various types of persons who deal 

* with different aspects of human development With 
course work, experience, inservice training and 
consultant help, teams with little initial expertise 
or background in working with the deaf-blind can 

* become ^ery effective in worlcing with thes? 
children. 

Sometimes a perspn with no background in 
\ working with the deaf-blirid is recruited to deal 
with 'this population. The fields of child develop- 
~ment;-mttrstn^, inW^speech^Aave frequently ^tJeefv-- - ~ 
used to draw piopl#into tjv area; and the surplus 
of elementary school teachers has provided people 



with degrees for employment. Although some 
traditio'nally trained elementary teachers are not 
wiUing to feed and toilet severely involved deaf- 
blind children, others have been extremely creative 
in finding new ways to train these children ajid to 
nteet their needs. Through careful selection of 
personnel with a willingness to interact with low 
functioning individuals, many of these people have 
been successfully retrained to woiJc with deaf-blind 
children. ^ 

Skills and Attitudes Needed 
Specific skills and attitudes necessary for person- 
nel' entering the, field of s#vice to the deaf-blind 
.have Vreviouply been identified {Preparation of 
Professional PerMpnnel to Meet the Educational 
Neids of Deaf-Blind Children^ J91\). Some skills 
and attitudes overlap, while othpers are unique unto 
•themselves. However, all personnel should have 
experience or acquamtance \Vith each of the areas 
listed. 4 ^ ^ N . 

-Two Irmiting or defining principles apply to^l 
listings. First, information accumulated by a pfo- 
Sessional rriust be broad in scope yet directed' 
toward his or her particular area of expertise such 
as^ teaching, admmistration, or guidance. Second, 
fh^ person must have a great deal of role flexi- 
bility. The overall professional in the field must be 
able to shift from functioning' as parent to care- 
taker to diagnostician to teacher to administrator 
s*|o supervisor or researcher as required by his or her 
p<lntion. None of these roles is mutually exclusive 
in the service of thedeaf-btind. 

Experience with deaf-blind children is a requisite 
for all professionals, and contact with deaf-blind 
children throughout the training .experience is 
essential. Th.e types of ret^uired contact could 
include (1) program participation. (2) Qbserva^ion 
of the. child alone, in a group, with the family, and 
in community settings, (3) chnical practice with 
ona child or with' a , small group; (4) student 
teaching, and (5) internship. The internship should 
takp into consideration the individual needs of the 
students as well as the individual needs of the 
client in the placement setting. * 

In addition; teachers should be familiar with the 
several types of teaching strategies that are widely 
applied * today and should be skilled in choosing 
which strategies or combination of strategies would 
be most beneficial to a particular child 

—.^EersQimeLN^ii 

A series of occurrences and devefopments dating 
from the middle l%Os have greatly expanded the 



need for programs and professional ^taff to serve 
the de^f-blind populaljgn in the U.S. This includes 
the rubella epidemic of 1963-65, the legislati9n 
that has evolved since that time, and additional 
case-finding. The areas primarily affected by the 
increase in population and their ttan^ng needs are 
diagnosis, residential settings, vocational training, 
.maintenance, and education. 

At one time one or two diagnostic facilities were 
adequate to assess the needs of deaf-blind children. 
However, with the Increased load, existing faciliflit 
and staff were found to be inadequate. Additional 
diagnostic facilities and the staff to operate -them 
were needed. Medical personnel, audiologists, 
speech therapists, and educators-many of Whom 
had never seen a deaf-blind child pripr to the 
emergency needs of the 'early 1960s-responded; 
and now, with a substantial accumulation • of 
experience behind them, they are ready to' share 
their diagnostic expertise with others in th^r field. . 

As the majority of deaf-blind children-the 
rubella generation— ^ow older, new probJen^s,' 
requirements, -and/solutiops are appearing in the 
area of residential living situations. Previously, 
possibilities beyond the natural home seating have 
been the foster home and, more often, institutionsr ' 
Now, more and more options are being made 
available. Small-group homes,* for example, are 
being developed in communities throughout the 
countqp Deaf-blind children who are not able to 
remain^ their own homes, but who in the opinion 
of parents and professionals/ can rer^ain outside, 
institutions, are being trained for placement in 
such homesi ih some cases. deaf-b]in^Miildren are 
also being transferred from large i^^tutions to" 
these small-group homes. Training for pi^^ssionals 
to staff these new settings should be given immedi-^ 
ate priority. Instifutional steff. development is also . 
important in providing the stimdlatipn and training 
that these children need to make the transfer from 

- the institution to another setting. , ' ' ' ^ 

Along ' with the push toward group homes, 
prevocational programs have been initiated.' It is 
felt that sheltered workshops may be a useful 
adjunct to group home life, keeping the residents' 
time occupied with meaningful activities as well as 
enabling them to make a monetary contribution to 
their support. This necessitates the development of 
a new type of personnel-professional people 
trained to function within a small-group home as 
well as within the workshop setting. 

— P rc vocationar skills - is- an-^ area «of skill develop 
ment fchat only, recently has been recognized and 
that has been subject to much discussion and 
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-controversy. To ^ some educators prevocational 
training raeani getting a ^tiild toilet-trained and 
mobile. -To others it means a formal , training, 
program to develop specifn: salable skills, th^ issue 
will n(6t ^e settled in this paper, but attention must . 
be directed tci the fact that personnel are needed to • 
nurture self-help skills as well as to develop^ecific 
vocationar skills. Personnel are needed to work in** 
both of these areas. 

Jraining concepts tfnd expectancies with respect 
to vocational rehabilitation are also bejng adjusted* 
to fit the neec^of the deaf-blind population. 
Increasingly, counseling is being done in terms of 
tl^'future life-style of the deaf-blind persons once 
they have gone through initial educational place- 
ment .Many v^otational rehabilitation programs are 
providing inservice trainmg sessions to sensitize , 
their counselors ta the needs 3nd abilities of this 
population. ^ ^ 

New needs can also be identified in education. 
For e-xa'mple.as the rubella population -those bom 
in the mid-1960s, m particular approaches 
pul^rty, there is increasing concern for providing 
suf^le sex cducation^ programs. Many new areas 

• such AS music and art therapy have been used 
successfully with these children. PersonneHnust be 
made a\vare of these changing* needs and must 
obtain additional training: or new personnel must 
be trained to^fill these p^^sitigns. 

~ Specific types of personnel required to staff the 
educational, vocational, and residential settings for 
deaf-blind children and youth comprise a lengthy 
list! They - -6^:1 ude master teachers: cla^lroom 
teachers, paraprofessionals: aides, chijd-care 
workers: tramers of paraprofessionals: .rtfgional 

—coordinators,' researchers, resource cbnsq'ltants: 
adnimistrators: supervis"ors: directors: residential, 
school superintendents, college teachers; j/hysical 

. and o^jcupational therapists, guidance- counselors, 
directors of social- and recreational activitie/ liaison 
staff members between dormitory and ciassroom: 
and vocational rehabilitation per^nnel (Prepara- 
tion of Professional Person, leL to Meet the Educa- 
tionalf Seeds of Deaf'Blmd Children, 197h Erratic 
distribution and shortage of staffacross the coun- 
ty have created variances in stafmjg patterns and 
in the use of these personnel. 

Standards |rf Personnel ' 

Little has been done on a national basis t.o 
€s4<^bli^l^ -uniform standards for perbonncl wlici arc 
currently workmg with d^-blind .children. In 
most states certification officeX'have been accept- 
-ing other types of spec^ah/ation for certificatic>n. 
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Most states require certification in some area ~of 
special education, but Sthers require only a mini- 
mal number of hours of special, educatio'ft cobrse 
work. Attention nrtust tte given to improving the 
quality of .services by upgrading Jhe prctfe'ssjonal- . 
and nonprofessional staffs. The North American 
Committee on Services To Deaf-Blind Children and 
Youth //I Committee on Standards Report. 1971) 
has suggested generat^^tandards for different per- 
sonnel that can give duection to programs. 

Research Needs in Personnel 
^Preparation and Use 

The fie^ld of professional preparation in the area 
Of work with the .deaf-blind has many unresolvea 
qaestions. Review of the known research shows a 
scarcity tof- information, regarding such topics as 
methods of ren4ering personnel 'less sensitive to 
working with the severely handicapped person; the 
most efficient and ^productive means of preparing 
teachers, administrators^ paraprofess'ionals, parents, 
and related personnif population parameters for 
personnel and children; the most effective delivery 
^systems; staffing patterns «nd* staff^hild ratm;. 
creation of the least restrictive teaching^ environ- 
ment; staff interaction and cooperation; studies of 
setting: identificatie^ of competencies; data collec- 
tion, with a storage and retrieval system that would 
be easily accessible to the classroogi teacher; 

^sliaring of nonpublished data; recruitment of per-, 
sonnel: the most appropriate trainers for personnel; 
cost-effectiveness; use of training packages; and 
jieeds assessment (Conference on Education of the 
Severely Ha^^apped, a conference sponsored by 
USOE (BE^PPivision of Innovation and Develop- 
ment, Pnnceton, N. J., Educational Testing Ser- 

« vice, 1975). More , effective means of preparing 
personnel and of using them following their train- 
ing cannot be determined yntil more is known with 
respect io these topics. 

. Summary ^ 

Much has beea^coinf)lished in obtaining and 
training personnel to^work with thejcurrent popu--^ 
lation of deaf-blind~<!hildren. but staff sho^^ 
still exist, and gaps are present in the professional 
expertise necessary for the most effective manage- 
ment of these children: Because formal progj^ms 
for staff prepar ation are unable to provide ade- 
quate numbers of personnel, the, majority of 
jrograjns must rely heavily on inservice training for 
all types of personnel, (iains have been made in 
personnel preparation, but a great deal more is left 
to be accomplished, particularly in numbers to be 
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prepared, kjiowledge and skills to be gained, 
questions to be answered through research, a!)d-an 
expansion of the types of personnel to be trained. 
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A iVarents View 



Marjory Becker 



"Day-today existence with Jimmy, mV deaf- 
bUnd, nine-yeaF-old son, is similar vto wHat life 
might be like if we built our house on a\roller 
coaster with its peaks of excitement and valleys of 
^ti^ipation, one crisis followiBg another. \The 
. stage was'set during his first' weeks of life-a Baby 
born \ten weeks prematurely; sufferings Jrom the 
effepts of Rh^ incompatibility and requiring 
excjian|e * transfusions; and developing hyaline 
membraiie disease and not infrequently being tc 
weak, to want to try to breathe. In shoft, few. of his\ 
body systems were functioning. Somehow I knew 
that scrawiry, jaundiced little creature was going to 
survive even whenliis nurses and doctors despaired. 
Every day I spent hours watching him through the 
wihdows of .the nursery, willing hjm to live.- 
Ftfty-Hine days later I finally, got to tducn him, to 
hild- him, and to bring him home. £xcept for a 
hint' of crossed eyes, he seemed quite, normal, and 
it was not very long, before we were i;ewarded with 
his first *nile. I had no forewarning of the life that 
v^ould follow for us. ^ 
By the time Jimmy was six months old W^eyes 
« ^/ere decidedly crossed. I took him to an ophthal- , 
inologist, and the doctor announced bluntly ti^af 
iny baby was blind; optic atrophy with slight vision 
n his right eye, none in the left. Glasses would be 
3f no benefit lo him. My next visit was to the 
bediatrician. He confirmed my suspicions that 
Jimmy had cerebral p^alsy. Soon after this distress- 
ing news from his doctors, Jimmy delighted me by 
holding his own bottle. But my pleasure was 
short-lived. 1 was told he was deaf. That blow was 
sohenfed somewhat when Jimmy was fitted with 
hearig^^ai^s and that very same ^ay sat up by 
himself for the first time.~ Small gains Tortimmy" 
and m\ior shocks fot us became a way of life 
during tkose first few years. - 



At the age of thirty-two months,' Jimmy's only 
means of moving from place to place was to squirm 
on his tummy and inch across the floor. Although 
occasionally he would attempt to 'move toward ai^y 
kind of light, especially sunlight; he spent most of 
his waking hours lying on his back. In the spring, of ' 
1968, I heard that a swimming pool especially 
designed for the handicapped was being opened in 
Long )|eacC California, and' would provide free 
lessoilkf^ I had a feeling that exercising his body 
while 4>eing4i;^[n*3rted by the calming eCfect of. the 
warm water might help Jimmy strengthen his 
muscles, and. L hoped that he would eventually be 
able to -duplicate these motions out of the water as 
\well. At least twice a week', often fotir ,times3 I 
vould take him to the swimming pool, get into the 
i(ater with Him and, with ^ hand undef his head, 
dde him oyer the surface of the water. In, a 
...atter of weeks Jimmy was able to float by 
hinVfcelf. Soon he was^pUing over and over using his 
ownXstr^ngth and even finding bis way to the^ 
pool'L edge. He hot only became noticeably 
strong^ from the exercise, but he also*began to 
move hk legs out of the water as instinctively as he 
did in i\ Water proved to be a great aid Jo his 
development as well as his main source of pleasure. 
All of the^ results nurtured my hope that Jimmy 
could benefit from specialized training. I began my 
long search for a program for him. 

Jimmir hadVeached the age of four unable to 
walk aiftd unable to express his needs except by 
screaming. He di)l not belong with the deaf or with 
the blind. SchooMelasses for orthopedically handi- 
capped dhildren wete closed to him as were those 
for the mentally retaWed. I contacted local, state, 
" agencies, l^ p oke with e ducators, so cial 
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workers, doctors, almosi anyone who had even the 
remotest connection witrKprograms for the h'andi- 
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capped. As so often happens, just when one is 
ready-to give up, an ans\ver appears. In my case a 
compassionate sodal worker located a special class 
^ about to be starts for deaf-blind children in a 
public school 'specializing in educating blind, chil- 
dren in Hollywood, Califor|jj|. Wi^ minimum of 
red tape, it was agreed that Jimmy should have a 
trial period in the new class. The class that Jimmy 
was to gittend was experimental: any child who 
mad^. gains as the result of the program would be 
permitted to continue in it. 

School started just a few days before Jimmy's 
fifth birthday. Quite naturally I was apprehensive 
about Jimmy's trial period, blit my concern proved 
unwarranted as Jimmy "passed." I marvelrd at the 
patience and dedication of the^ teachers and aides 
who created new ideas and solutions some of 
Jimmy's problems. A major benefit was his expo- 
sure to persons outside of his immediate, family. 
This type of experience helped him to leari^tb 
adapt to' new situations. Jimmy made steady 
progress because of the concentrated attention he 
received, and he remained in the program for two 
"years. 

; During the time Jimmy was attendihg school, an 
orthopedic surgeon ^suggested that by surgically 
lengthening the H«el(cord tendon of 'Jimmy's left 
leg, he might possibly be able to stand without 
support. The operation was performed, and it, 
more than any pther single event in Jimmy's jife, 
made possi^ a giant step forward. Two months 
after the cast was removed he stood up-^two feet 
on Jhe fioor-with a stability that he had never had 
before. An evert more dramatic change was his 
becoming vertically oriented. This led to a whole 
new world of sensation opening up for him. At ag|^ 
seveo and a half^ Jimmy was walking indepen- 
dently. But he-was no longer attending school. 

^ la June, 1972, we had left California to relocate • 
in Nevada. Befofe we mov«d to Uas Vegas, I had 
inquired about schooling for our ten-year-old, 
cerebral palsied daughter, Mitzi, whom we had 

• adopfed the previous year. She is a sweet child 
with s^ere motor damage and is unable to walk 
unaided. She, too, needed, special education. We 
learned that Las Vegas had an outstanding pro- 
gram, vyell-suited to l)er needs. However,' no pro- 
% gram for the deaf-blind existed apy^ce within the 

.state. A^that time Nevad^^as sending its deaf- 
blind children* to Arizona fpr schoojing. I refused 
to enroll Jimmy in tjie Arizona prog ram. 1 believed 
that there had to be some alternative and a better 
solution to the problem of educating special 



children. With few misgivings I kept Jimmy home 
with us that year. 

Another factor that affected my decision to 
. keep Jimmy home was our anticipation of a trip to 
' Berkeley, California, to the Evaluation Center for 
Deaf-Blind Children. He was scheduled to go there 
eariy in the ^hool year, but with cancellations and. 
the usual delays we did not make the trip until 
April, .1973. In the process, Jimmy had been 
deprived of one crucial year of special training— by 
my decision not to 'enroll him in the residential 
program in Arizona and by the^-lack of a school 
class for him within the Las Vegas school system. 
The evaluation was well worth the wait. I felt, and 
rightly so, that the finding^ and the report of the 
experts at Berkeley would be important in deter- 
mirling the/proper type of program for Jimmy. 

In the^ll of 1973, Nevada started its first 
program for deaf-blind children at the Mental 
Health Institute in Sparks, a few.miles outside of 
Reno and 440 miles from Las Vegas. This develop- 
ment left me with the same dilemma that I had 
facedxthe previous year: Jimmy could remain at 
home ah^ receive no schooling or he could attend' a 
j)rogram located at such a great distance from 
home tha^ it would mean rare opportunities for 
visiting hiin and his being at home only for major 
holidays. L)nce again a school year begqn, and once 
again Tirr^my did not' participate in a school 
program* ^ ^ 

My. frustration was groiwing, and I began to 
seriously consider mounting a campaign urging the 
authorities to establish a special class for the 
deaf-blind children who were residents Uf Las 
Vegas. My timetable was interrupted by Adam, a 
brigl;it, seveA-year-old bhnd child with whom I had 
become well acquainted at the California School- 
for the Blind wl}ile JimmV was being evaluated. 
Adam became a part of our family at Thanksgiving 
time, and my husband and I were appointed his legal 
guardians. We v?ere Overjoyed that he^ would be 
allowed, to attend regular school classes with 
healthy sighted children in the. Las Vegas school 
system. As soon as Adam became adjusted to our 
home and was admitted to school, I again tUmed 
my attention to my efforts on behalf of locaL 
deaf-blind ^children. 

In February, 1974, 1 was able to persuade the 
administration of ^one Las Vegas scho9l ^o give 
Jimmy a trial period in its class for th© multi- 
handicapped. The trial proved to be a disaster. J 

should- mention that by this time we were aware 

— ^ — — — — — — - • ^ ' . — 



that, in addition to his other handicaps, Jimmy was 
hyperfctiVe^^: potentially epileptic,' and asthmatic. 
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Despite the .variety of his dijjibilities, *e wa(s 
sel<iom ill and had missed very few days of school 
in California. However, the nature and extent of 
his handicaps were a factor in his being allowed to 
remain jn this class for only three days. At that 
tiraeTr became apparent to alb that a class of ten 
children with one teacher and one Uide was not 
suitable for Jimmy and that' in such a class setting 
his special needs coiild not be met. Another door 
had been closed' to iimi|iy, but it was not an 
entirely futile three days. It ,made the local 
authorities more aVare of the fact tliat deaf-blind 
children must have program's specifically designed 
to meet their unique needs. Once again, We were 
faced with a major decision. ^ ^ 

The Chinese use two characters to designate the 
word ^'crisis" -danger plus opportunity. This defi- 
nition seemed especially appropriate when applied 
the crisis that was developing over Jimmy^ 
schooling. The danger lay in keeping him at home 
still lofiger and further denying him his right to the 
training that only experts could provide ar^d^that 
he so urgently needed. The^ opportunity was to 
increase and to intensify my demand to have a 
program for deaf-blind children started in Las 
Vegas. Other deaf-blind children wo^ld berfefit' 
from a Ipcally based program; and I hoped that if 
my efforts were successful, a precedent wou^.be 
set for still other handicapped children whose 
schooling needs were not being met within the 
community. *There were some who criticized my 
decision not to enroll Jimmy in the residential 
pro-am at Sparks while I worked toward the 
establishment of. a program near his home, but I * 
felt that th^ program at Sparks was for the children 
a gathering place in which they were isolated from 
a normal environment. These feelings were aug- 
Ynented by a growing body of s«^ntific evidence 
that home is where- tjie child Vbak^should be.. I 
was firmly convinced that my case would be 
weakened if I capitulated under pressure rather 
*han holding to my intense beliefs. 

Currently, a number of studies are in progress 
throughout the United Spates comparing^ a home 
atmosphere to that of institutional care. Reports 
from some of these studies strengthened my 
conviction that a child who '\% an integral part of a 
warm, loving family will gain more fulfillment, 
more confidence, more^ independence, and more 
social awareness than is possible within the finest 
institutional setting. I believe that a child develops, 
trr a manner appropriate to the environment to 
, which, he, is most consistently exposed. If he is 
''Constantly, day in and day out, living with deaf- 



blind -children, he' or she wUl be unable to function 
in anything othet fhan a deaf-blind society. If we 
* believe that the normal child develops his or her 
skills and survival attitudes through interactions 
with many segments of t)ur society, then how 
much more cruciaLit is for the handicapped child 
to have' the same" opportunities. If these special 
children are isolated by institutionalization, then, 1 
believe, we are advocating rfothing less than social 

euthanasia. ' • 

A letter to parents from the John Tracy Clinic 

states: " ^ 

No matter what educational plans are worked out for 
. your child, or whether he-or she-is in^school at this 
time, you have a job. Any gains your child makes, any 
skills ^nd abilities he achieves", will be 4ue in large part to 
what ypu do in your own home to help him learn and 
develop. , 

How can parents learn tite^echniques used in a 
school program located 400 mUes away from 
home? How can th^y practice these techniques 
with the child when he or she is at home onfy for 
short periqds? I believe that many, if not Inost, 
.,deaf-blind '^persons will require ^ some continued 
family supervision as adults. Thfe famUy that is not 
intimately^involved in the training df their child 
may choose not to be iAvolved at all in later years. 
The child ^will be an enigma to them; the^ adult, a 
stranger. 

Despite these strong beliefs, I felt that in fairness 
to all concerned I should visit Nevada'^ program 
'for deaf-blind children. Soon after J&nmy's trial 
period in the Las Vegas class for the multihandi- 
capped, the two of us made the 440-mile trip to 
Sharks. * 

I was very favorably impressed with the staff ot 
^he deaf-blind progrant. The personnel were not 
only highly competent, but also thoroughly dedi- 
cated to their 'charges. I loved the children and 
could see that they were making progress in areas 
that, Jimmy was not betause of, the concentrated 
training they were receiving. I was less pleased with 
the fa^ities, which- consisted of two sleeping 
rooms and -ene smaft classroom. The recreation 
room .artd bathrooms were shared witfr tlfe young 
severely mentally retarded patients. Nevada plans' 
to replace the building in two yeapT^ it does not 
-meet fire another safety standaVds.\Wittv mixed 
emotions 'f^fi Sparks m. the middle ,of the 
afternooh and arrived home in the^early morning 

hours. ■ * . \ 

Several months later * my husband, who k 
Jimmy's stepfather, had* the opportuniT^N4o»visil 
^ the deaf-blind' progr^nfijn Sparks. He shared my 
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feelings that Jiipmy should 'be kept at home, and I 
was ^glad fliat my reservations were not just {hose 
of an overly protective mother. We agreed that il 
was our duty to do all in our power to obtain 
suitable schooling for Jimmy near our home. 

I did not expect it to be an easy task to persuade 
schobl officials to initiate a program for the 
deaf-blind children whoW families were Las Vegas 
residents. We started by laying out a plan of action. 
I wanted to be prepared to answer as many of the 
arguments as possible that might be presented as 
reasons for not starting this v^ry special program. I 
wrote to the Department of "Health, Education, 
and Welfare in Washington; D.C., and requested 
copies of coutt cases that pertained to the educa- 
tion of the handicapped. A number of recent court < 
decisiorfs are helpful m that they emphasize the 
rights of all children to have equal educational 
opportuniti^, and, m some mstances, stress the 
need for community-based programs, I obtained ^ 
copies of Nevada's education codes. I contacted 
the Southwestern RegJijn Deaf-Blind Center to 
become familiar with the support services it could 
offer thc'school system. 1 inquired about available 
' space in the existing schools. I researched th^ * 
n^ber of' deaf-blind children who had- been 
identified in Nevada and in which communities^ 
they resided. I spoke with ^ifVeral parents to 
determine their interest in paving a program in Las 
Vegas- At the time of^piy visit to the deaf-blind 
program iri Sparks, six children were enrolled inJt, 
of. whom four claimed L^s Vegas as their residence. 
Several other deaf-blind children have since been 
identified in the state, but because of the reniote-* 
ness of some of the rural areas, an accurate count is 
difficult, I asked about possibilities for respite Vare 
so that famihes would b^ assured of temporary 
relief from their responsibilifies. Financial consid- 
erations often make the best possible arguments, so , 
I obtawed figures' on the §elative cost to the state 
and its taxpayers of, institutional cafe, foster home 
care, .family home care, education, and other 
support services. 1 attended school board meetings / 
to familiarize myself with the attitudes of individ- 
ual -members toward special education programs 
and needs. I wanted to be as well prepared as 1 
could be with tRe many areas that would be 
important in planning a new pjogram. - 

Once the information w^s collected, I. wrote a 
letter, or perhaps it might be called a report, as it 
was quife lengthy -seven pages in all. I sent copies 
to' each of Nevada's member^ of the United Slates ' 
Congress; to the Governor, Mike O'C^llaghan, to 
the Clark County School Board and its Department 



^D-f Special Education; to the State SuperinterTdent ^ 
of Public Instruction and his consultants to special 
education; to tjie State Director of Services to the 

/Blind ; to Robert Dantona, Coordinator, Osnters ^ 
and Services for Deaf-Blind Children at the Bureau 
or Education ^or the Handicapped, U.S., Office of^ 
Education; to William Blea, Director, SoutliVestern 
Region Deaf-Blind Center; and to a local news- 
paper, the l^as Vegas Sun. The responses I received 
were encouraging, "^wo results /specially delighted 
and surprise^ me. The Las Vegas Sun based a 
lengthy editorial on my letter eji^tled "Special ^ 
Children's Program Requires Top-^ Priority.** The 
article stated, "This mother is making a legitimate 
demand upon the state in behalf of her own child 
and those others in similar circumstances, and 
certainly her plea cannot go unheeded.** 1 consid- 
ered such support from\ newspaper to be a major 
bonus ij\ my campaigri. Several weeks later," 1 
received a letter that made me even happier. 
Governor O'CallaghanWote that he had requested 
the Director of the Nevada Department of Human 
Resources to app©int a study team, with pne of its 
major goals being the establishment of a program 
to meet/ the needs of my son by the following 
September. TheJetter was dated May 20, 1974. I . 
was thrilled; and it did not occur to me to be 
anything less than- optimistic about there being a 
local school program for Jimmy in the fall. In my, 

.naivete 1 wasiiot unduly. concerned that- the letter 
that had gone unanswered was the one to the local 
school boardi 

The Governor's task forc^ first met to rfetermine^ 
a course of ^^ion and subsequently came td Las 
Vega^a ^une.V conference was held with s^ool 
officials and administrators and' "others whose 
services ^woutd le required for a program, for'the 
deaf-blind. Dr, plea repcesented4he Southwestern' 
Region Deaf-Bli\d Centepand made the trip^to Las 
Vegas to assure the ^hool authorities of. the 
center^s support for such a program. I was not 
invited to attend that rneeting, but apparently 
many questions, were raisetl about the availik>ility 
of other types of support services that . were 
considered to be necessities beyond an actual 
school program. 1 received information that some 
parents of dSaf-bJind children had been approached 
with questions such as "Do you realty want your 
child returned to your home in Las Vegas^with 

x>n\y a few hours a day of re;[ief.from hi^care 
which a school class could offeT?" A second 
iTieetmg waTTieTd for *parents^"6nTy. Their acluaT 
need^ and wishes were discussed. I felt the general 
attitude was one of guarded enthusiasm for a local ' 
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program: My husband made what 1 thought \^ an 
excellent jiaint wjhe^ he asked what parejits would 
do should they move to another state* where no 
residential faciUty was available and where they • 
-would suddenly be facei with the prospject of 
including an almost total stranger-t^eir vpry own 
child-in their home. Another parent said that if^ ' 

. *her^cliild were to* live at honie^ there vifould be an'' 
increased need for good coordination between 
teachers and parent* I did not wan f' to antagonize • 
other parents by expressing my views on the 
essential shortcomings of any institutidnal-type 
.care. In fact, I have^ never felt that I have ttie right 
to be critical of any family that finds itself, for any 
reason whatsoever, unable to care for ti child-. I 
would hope, however^ that families- faced with 
'what must a most difficult* ciecision can' be 
helped to make their choice with freodonffrom^ 
guilt. Hopefully, ox^ of th» choices open to them^ 
IS that of placing their child in a suitable foster^ 
home. In his fascinating bSok, BirtW Rights, 
Richard Farson -kas a chapter devoted to the rights 
of clijfdren to alternative home environments. He 

^ points out .that merely giving birth to a child does 
not necessarily prepare one for the responsibilities- ' 
of ' being ^ parent to that child and that should 

' ^afenls be uifcble or unWilling to irrovide a suitable 

• environment, the^shMs rights are of first im^or- - 
tance. He sugge^tsa num1)er of-different arrange- 

• ^^rnents that could be considered J:o provide proper 

care"" for the child. , ^ ► 

The final report of the task force was not 
presented to the Governoj as early as had been 

^ anticiptited. During the summer' months, I was 
able, to some extent, to inaintain contact with the 
committed and with sources close 1|p the commit- : 
tee, it As aware of the diminishing possy>ility that 

I a Lasfve^as^ program specifically for deaf-blind 
Childr^i would be a reality by the fall of 1974. My 
husband and 1 had serious discussions cpncvning ' 
whai" steps we might take to accelerate m:tion. He, 
has had considerable political experience irt Califor- 
nia and Washington, D.C., and fepls that individuals 
with causes are often, defeated- by political time- 
tables. He believes that tbey^run out offim^ and 
resources ^t the very ftioment that they,^uld be 

^ forcing aft action. He Wantedjo aprfy^ssure on 
/all the, decision makers Who weR^^olved in 
* providing schooling for Jimmy. His t^gumenTrwere 
very strong, and ordinarily 4 would haye defenlM. 
to him: buirin this.case, my philosophy prevailgd: 
patience, perseverance, and politenesr-^plt>s a con* 
tinuous stream of lefters^Not th^t I adhere to ^1 
of those things all of the time. For instance, \ 
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•tbecame really^anhoyed by one particular letter that 
I received from a st^te officiai, and I accused^him, 
-iii writing, of ^sing "semantic Xexgletive . 

deleted). It Wtis a mistake in judgment on my part 
*and did not help my OQUse. . ^ ' ^\ y 

In August',* 1974, a. nice thing did happen-a 
coordinator for programs fciJbhe deaf-blind in 
Nevada was appointed by the Southwestern Region 
Deaf-Blind Center.^I /ound that ♦ not only had a 
new friend, but also that, even more importantly, 
*here >vas^som^ne trying to obtain servjces for all 
deaf*blind chHdren xn Nevada. A school progr*i 
for Jimmy was high, on Tier list of priorities. Sne^ 
has been in fharge ,of the efforts to establish a 
program since Governor O'Callaghan reviewed -the 
^task force report in September, and she wrote to 
me that one^ of its 'several ' omissions \vas "a 
complete' description of a feasible program for the 
' Las Vegas area." My initial reaction to the'^news 
was one of despair. However, there were glimmers 
of hope as the Governoi; indicated that there would 
be a continuing Investigation of the gjean^ gf 
proyiSing ail educational setting fpr* deaf-blind 
.children ilf.the southern part Jj^/ the state. He 
further suggested that Jimmy sh^ld be a'fccomm6-- 
datetl, pficM" to the^foxmation of sucli a.f)rogram^ 
by sonief^pecial education class i^ our commifhity. 

A nine^ir old who does not attend school-" 
that is a^iOTUng! By the falFof 1974, 1 was tired of 
being penalized for doing what^ even the experts 
say \% the proper thing^keeping mj^ child 'in his 
.home atmosphere! After receiving Governor 
O'Callaghan's lett*^, I waited^-a^few weeks, hoping 
'that the' Clark County School Board oritCadminis- 
trators would respond tj^he Ggvernof's prpd and 
that a class* woyld be^)urKi-for Jimmy. Their 
Bplicy of silence toward me continued,, and f 
■ wondered if th^ thought, that by ignoring me-ftnd 



Jimmy and our^egiti|jfcte needs -we would some- 
how disappear. Whe^^he school board did not 
initiate^ction within a reasonable length of time, I 
.asked for a conference at the Las Vegas facility for • 
mentally retarded yo^Hpt^rs. The principal readily 
agreed to a meeting. Attending the meeting fr5m 
^^the school 'Were t^ principal, a teacher, and a 
§ocial worker; and they had doi^e their homework.* 
'Each one had^ak^h the time to study all oi^ 
Jimmy's availaple records. Besides myself, the ' 
coordinator for programs for -the deaf-bhnd is 
, Nevada and the local director of services for the 
,5lind took part in the -conference. The sdiool was 
wilhng to try Jimmy'i'n one of its programs, and we 
.who** represented Jimmy agreed 4hat . the class 
under discussioh was. the most 'ideally suited to 
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meet his neod^TTlTie Southwestern Region Deaf- 
Blind CenteiC was f)repared to pay the salary, for a 
teacher's aide^ to \|ielp "work with Jimmy. Again I 
was excited at the prospect of Jiipmy's starting 
'sphool: I soon learne^^ha't what should be a simple 
enrollment procedure can become complex and 
can drag on interminably, or at least so it seem'ed 
^to nie. ^ ' 

• Fortunately for Jimmy, he Was getting a few. 
hours a week of^eeial attention. Early m the fall I 
^j^^^^h^^placed a n9tice on the 'bulletin boar3 of the 
special* education department at the University of 
Nevada at Las Vegas. I described Jimmy and 
explained that we were looking for ^meone, 
regardless of expenence, who woiild be wilhng to 
work wiijihim for five or six hours a week. The 
! ^_ j^^^ came* from the western 

ji^ region repreKcmaii^^^;for the National Center for 
"Deaf-Blind Youths and\AduJts. We felt ^as though 

.a student sawthef notice 
itor was ^ freshman at 
bond, year of tutoring at 



tafHn a 



\ 




idea was " 
region repra 
"Deaf-Blind 
we hit'the 
and respondec 
the University) 
the local schooP 
ally bright, 'creatlvfi 



ildren. She is exc^tion^ 
manure. I was able to 



supply her,tvith a considerable amount of reference 
mateii^rtTSgjvf " her some starting points in working 
^ with Tlihmy.M had the list of suggested activities 
that^ was part of the ^port prepared by the 
Evaluation Center for Deaf-Blind Children ^wn 
Berkeley, *and I had 6ur lessons from the Johfi 

'^yf^ey^TtrfiTe*^cd&rW'T6^rpwte 

chilHreil. In addition, Lgave her various articles by 
authorities on the training of deaf-blind^ such as 
those froai*Dn J. van Uijk fram St.'Michi^igestad, 
Holland. I al^o included all of my workshop papers 
frorn various conferences sponsored by the regional 
(Tenters for th^ deaf^blind. Next. 1 enlisted the aid 
of^my dau|hterMn-law, who just turned twenty-one 
and is the mother bf two youngsters. As a part of 
our ^basic^family group, she has helped for many 
- years with Jimmy 'in a -fess official edacity, ai^ 
she is obviously one of his favorite*^eople. The 
-outstanding trait of these two young girls is their 
endless patience -a trait^ that yl may *share as a 
mother, bit not' as a. teacher., lust the^few hours a 
week thea^^-Hvo,girl:^have given to Jimmy -have 
troduc^b noticeable results. For exampl^ he now 
uses hi^ residual vision ; by choice » and niore 
effectively, and ^he final/y iS able to' oppoke his 
tfiumb ^nd forefinger to pick up small objects. 
Jimmy's gains from this limited attention served to 
^point up his need for a continuous program.' 

.In January oY 1975, I was told, and then 
received /Written oDnfirmation,. tha4 Jwrj|5' would 
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stafnn a school progranfon February 10. The day 
came aod went an*' Jimmy rerha^i^d h^^ e. The 
^ 'next date set was. for March 3; anct1J||t, too, 
passed* withouti^ results. ' I firmljc believra ^that ^ 
Jimmy wouM st^t school in^pril, and I refused to 
be disheartened by what I felt, by then, were only?^ 
I temporary setbacks. At least all signs finallv^ 
seemed, to be io oxir favor. > ^^^f^^ 

And start he di(J. On Aprjl 7, 1975, JimmjfSent 
his firs? official day in sch,ool in almost th^eeyJars! 
^4 stroke of magnificerit good luck helped make my 
wish a reality. *A teacher with experience*with deaf 
children hadjecently moved to La^ Vegas with her 
husband and had contacted the school administra- 
tion about possibW^penings. She accepted the 
p6sition of full-time aide for Jimmy, and the last 
obstacle to his attending school was overcome. 

The first week, the aide came to our home each 
morning, helped prepare Jimmy ^or school, an^ 
rode^ the bus with him to attend the afternoon 
session. Jimmy's adjustment was so quick, and his*^ 
need Tor a crash training fpirse so apparent, that^ 
school personneUdecided that he could attend class 
on a wh^fcttay basis, starting his second week. He 
has now been in school |^r just four we^s. Every , 
one of us is deliglfted -wkh his progress. Jimmy's ; 
first "A" was for learning to 'walk from the bus to 
his classroom carrying his own lunch paiL He is^ 
doing a considerably better job of fge'ding liimself. 
He is more interest^ in exploring his enviroJjnient, 
visually and Ifciuairv. He is mpre' re.sponsive to 
> commands thware given v^btlly and by signing. - 
The school physical therapist * dispo^red that 
Jimmy's left leg is.not^only atrophied but is also 
. almost an inch shorter thjan his right leg. With a 
built-up sole on his new shoes, his walk is much. 

• more steady anc^^e is able ,to navigate a balancfe 
^ beam with minimum support. The overaM attitude , 

of the teaching staff §eems to^be to view Jimfny as 
' a challenge and 'as a child with potential. And I am 
so vfery happy, 1 wFsh there were^ a bigger word. 
^ Indecent months, the (delays in gelting^lunmy 
started in a school program were increasingly hafJh* 
for me to ^understand, -but .when I felt*irapatient, I 
could look back at the record and rdceive a large/ 
measure of satisfaction from tip gains tve'had- 
achieved. Perhaps "even more irnp6rtant than 

• Jimmy's attending school immediately is the fa^t' 
that a specific c|^^ for d^afrblind^cliildren has been 
.ingluded by thje Hitrk County Sclioohboard Jn tt^ 
planning for' new pregr^ms starting in *S'^pt|ipbojW 
, 1975. Not only \vill J^mmy attend ^he'ne\y cla^l^P 

4 but also Las Vega^ parents whose children are oow , 
in the Sparks^ program will. have the choicb of^ 
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»'bringmg. thAr children home or having them 
, continue at the Mej4al Health Institute as their 
situations and ne^ds dictate. The chiidren who 
Fcmain in Sparks will leave the institute^each day, 
as their special class will be held within a public 
school building, thereby aff)>riirriglhem a measur^/ 
of integration into the confmuoity. 

With his contmued intensive ttraifling, I feel 
confident that Jimmy will make gains in>4ievy areas. 
Except" for pufiilig his pants up, ifc does little to 
dress himself, which is one goal. Toilet training will 
continue until he is in complete control. My 
greatest hope is for improved communication. 
Now, for example, Jimmy "tells" us his n^ds by 
taking a ha^ and leadfhg\ its 'owner to the 
refriger^fto indicate he woold like a drink. Our 
communications to him are, if^nything, even more 
limited. The day may arrive-when we will be able ^ 
to remove the locks fro.m Jimmy's bedroom door 
and the bolts that fasten our lamps to the tables. 
The only time Jimmy needs a minimal amount of 
supervision is when he is swimming. During the 
warm, months, he goes out to the pool by himself ; 
and ciirpbs m and out of the water at wijl, spending 
hours each day indulging himself in his greatest I 
love.* We will never know* the full e?^tent of the* 
benefits of his swimming, but w6 are convinced ^ 
that it haS'Jpeen of enormous value. / 

Our^forts ro.dbtaip a school ^program for 



cannot mention all their names, as somr^ acted 
beyond their "job 'descriptions" because of their 
personal conviction that th? cause was right. 

The m^Tiy members of, our family deserve special 
tribute, for each one coptrifctes sofnething to our 
unique brood. I do not> mean to imply thai the'y- 
are all do-gooders. IsTot all of thegi wqrk with or 
Understand Jimmy,' nor, on the other hand, do 
they ighoi'e him-he is very difficult to ignore. But 
we have never had any pf our children strike or 
tease Jimmy. They seem to know instinctively that 
he is the defenseless one, and they treat him with 
kindness. Our srtfecial children also have plenty of 
healthy, normal children from our neighborhood as 
their regular pla>feates. We do nothin&Jj^encour- 
age or discourage theebb arid flow of children into 
. our home, . They play with our children by 
choice-anc^ isn't that the way it should^ be? 

Special kids enrich pur lives in. many ways. The 
many and varied experiences that have been my 
li/e for the past nine years- are riiy treasures.. I 
would not trade with anyone, anywhfere. Jimmy 
^as- taught me* the power of love, love that cap^a^s. 
* through ^he gjass walls of ^n' incubator, that .can 
' touch ,a deaf-blind child closetecMrom reality by 
the' nature of hjs handicaps. "GustaV Eck^in wrote 
. ui his book. The Body Has ji H^ad. that "rarely, 
but it does happen, a person i3 bom both deaf and 
blind, from the^ beginning heard nfe evil, saw no 



(Jur ^lorts ro.ODiaip a scnooi progcain lui oiina, irom ine^ ocginniiig ncaiu nv tvn, oayr 
^ jjpjQj^ Jjl^^ bee^ thou^t no eviV^ saddened by a 

* u«/.« Uo.^« Ui-icciVilrt ti/itViniit thi* rv\ntrihiitirvn<; nf * n^rfS>^Par-nlH rhilH who KaQ nftVer,knOWn iealOUSV, 



' have been possible V* thou t th^ oontributidris'of 
- n\any concerned pedple. - , ' ^ ^ . ^ 
. have ^learned. one fact Q^f^r|he years-tjie more , 
I care and share' my feelings with .others, the more • 
they care. My enormous desire that my c^hildren 
develop thefr potentials and lead good 4ives in 
, normal a way as^ the«-'^ia^icaps make possible 
seems to create Ihe same interest in th^nany 
people with whom they come jn contact. 'Wk end 
result i« help for the.children in many ways from 
rfiai\^$ources. \ am especially grateful to Governor 
'O'CMkl^h: the -la^ Vegas Suh. WilliaiJi Blea, 
DftectoT, , Southwestern Region Deaf^Blind.ten^'er; 
Linda Begtie, Coordinator of J)eaf-Blind Services ^ 
for Nevada;. Ken Hehr, Director of Services for the' 
' Blind in Southern >fevad^;- Jim Verby, Regional 
• Representative of, the Di^artment of Health, Edu- 
cation, arip^ Welfare, arid; prte member 5f the- 
administ,rati6n-of tha. Clark Coutty school system, 
^ Dorothy Se^e. Others' Have been' helpful, but I- 



nirfS^ar<>ld child^'w jealousy, 
n^er^ptirposely hurt anyone in any way, who has 
never known hatred. 'He teaches mer and. I have 
'^found^ that there is much toJe^m ffom these 
children. . ^ > 
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Predictions^ that are accurafe to .within a few 
miltis caj? bb made regarding how cjosely hUge 
rockets' will hurtle past distant planets." Valuable 
*«TOineraf resources hidden beneath forests, deserts, * 
• afid mountains can be ,mappc*lf witti precision 
^:^by *using satellites to scan largp areSs of the 
dearth's 'surface. Ip July of 1'974; cosmonauts and 
astronaujts from the Soviet Union and the United*' , 
Stat^ completed a monumental linkage of S[5^^e-^'\ 
ships^high above the earth that augurs to be both 
real and symboHc. * - • ^ 

, Science has mrae-Jt possible to isol^Jte and* 
destroy, among billibns oT neurons in the hum^n 
. brain, tho^e few cfells which. give rise to epileptic 
seizures without the wholesale ^destruction of* 
nearby healthy cells, but when incomes to under- 
standing the complex , dimensions pf ^eaf-blind 
children ami helpfng ^hem^achieve their unknown 
potential, ^yt? are far less powerful. Those two 
giants * research and technology -have riot yet pro- 
dticed a solution to the uniquely varied needs of 
this niijlihiandicapped population, 

Reaqis of paper would-be needed to catalog the 
issues that relates, directly or indirectly^ to the life 
of the daaf-blmd cliild. Technological advances m 
the developnienT of hardware providingnrrtdligence - 
analogues, • implantation of electrodes into the 
occipital cortex for "artificial vision." apd th^« 
development of highJy sensitive scanning devices to^ 
permit the deaf-blind "to read'' tactually are part 
of our present reality relating to deaf-blind chil- 
^dren. * ' ' . ' v ' ' 

The econpmics of rehabilitation show, tlj^t the_ j 
more severely impaiied an individual is, the' rrf^rt'e"^, 
. costly are the educational and technological services 
which must be provided to offset the handicapping 
conditions That which training may not be able to 
^ accomplish, technology might. For 'example, the 



A. 



-^lational Center for Deaf-Blifid Youths aa3 Adults 
has coop.erated ^ with the New Yerl!^ ^-University ^ 
Deafness Research and Training Center to develop, 
and field-test a remotely activated tactile Signaling ^ 
device .for deaf-blind persons (Sdhiff and ^others! 
rM973^). This device permits cQntact to be m^ih- 
tkin^wfth deaf-blkid persons even .wher^ they are 
- ou^m sight of a ^pervisirf^' individual. Testing of ^ 
4h^fignaling device is bein^ccomplished ih both 
living and vocationaj settings, and the findings of 
the study have^nerated specific engineering modi*-^^ 
ficatidrfs-'-that will* improve |^hfe flexibility «and ^ 
, serviceability of 'the systerQ. The educational ajfpli- 
Stability of the\l^vice isV^ofound. Stude;ats can be^ 
allowed greater independence of operation wifnout 
jeopardizing their safety, and teachers can more 
,e^ly meet the .supervisory needs of a group of 
students witHin an instructioiial setting 

However, technology is*"stiil in the development 
phase without direct applicability to the daily )ik 
of ali deaf-blind children. AUhodgh the amount of 
^ medical research into etiolog>^, epjdemiology, -^nd- 
incidence of deaf-blindness ^pears to outweigh 
, educationally focused research,, the authors will 
not presume to introduce speq^fic^ly medical 
' findings into this paper. The focus of this docu; 

nuent is educational research, and the authors will 
, summarize findings which are immedTately* acices-^ 
sible to the educational speqiali^. because exten- 
^ sive bibliographic^^ chronichng public'ations in the ' 
gdneraf areas of htfman exceptionalities can be 
readily obtained, thi% pai)er will be restricted to 
those research' studies in deaf-blind* education* 
utilizing deaf-blind * populations exclusively. •The ^ 
studies reporCed are directly related to the iryevr-^ * 
table .intent .of all interventions int"Ji the life of a 
Jeaf-bhnd child- the. successful hahilitatioh of 1||ie 
child into the larger community. " . 
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Background of the Problem 

Specialists in the education of deaf-blind cliil- 
.dren have petlfaps the most eclectic backgrounds 
of anv professionals in sptjcial education Not onlV' 
-have deiif-bhnd educators tended to be drywn from 
a multitude of otliLT'specialrzations <o g., education 
of the deaf, education of the blind, and educa- 
tional psychology) but they also have been obbged 
to utilize data derived and developed with pofula*' 
tions pther than deat-blmd children The ease with 
\\hich empirical findings from studies of deaj*. 
blind, or multihandicapped pbpulatfons are gener- 
alized to the deaf-bhnd is simultaneously the field's* 
' gre^^tcst asset and its greatest shortcoming. ThaJ: 
generali/dtion ^s an asset ^ thai the Tield of 
deaf-t)hnd education has been able to come a long 
way 'in a sliyrt time By profiting from the 
successes and the mistakes of other specialt-!e>; it 
IS a shortcoming m that the tjarrsfer of data has not 
encouraged iwwt mnoxativ^^^tpproachcS to research 
m the 'area of deaf;Mlnd education. Mere impor- 
ta^l> . .the ready Access to successful approaches in 
parallel tields of-humad services has lulled deaf- 
bhnd educators^nto \\hat might be^afalse sense of 
security The findings o\ empirical ^Hi^ies with the* 
deafnesik bhndness, or other exceptiqn^litt^are 
complacently accepted as vahd when applied tolhe 

• deaf-blind*popuFation^ a result, there is liUle or * 
no ^ropincal validation that th^ tw^'hniques used suc- 

prlate4cchniqlH^^ for use wfth a deaf-blind 
. Wi^th t!ie habilUat^on of the child as the para- 
mount K)bjeLtive. fo quL^ti?5a i.vhy*ftunds sorely 
needed fiir direvt ser\ic# inl^'rxvintion -have been 
divexted'irrtc') academic research projects is certairfly 

reasonable , ^ ^ • . 

"Sui^cessful ^educytion intervention with d'e*if- 
blind children is the-outLOm<- of sound principles 
' and strategies Such strategies are most effiUi^ivHy. 
/and. i:<^VnomKalU^ devewlqp^M tl^J"^^^^'^ carefdi. -^ys- 

* tematic research. .Without Jl\e objective verification 
^,^rded by contro1le*d^ reseiirch dat'4. vpCLialists 'ih 
ducation and -other haHilifation service's h;ive ohJ-y ' 

personal speculafrons o^ -biases to g^nde their 
tlccisjons' 'in tfUy planning, impfemcntation. and 
ev,^atioiLof sen ices t(t deaf-blind- children / 
It fQsSr^ch is so important, how well are W|?« 
doing ipfprovidin^ the educational interventionist 
tlyc\obje^t*iva informatu^n he or she Qceds'^ The 
answer is not enLOuragmg ^ ^ " ^ 

Research , Jhe Pessimistic View 
A revifWiuf research literature applicable to the 
education ^f deaf-bhnd children presents six major 



limitations in the quality and quantity of available- • 
information. Firsts t^he number oC empirical studies 
utilizing deaf-blind chilcl'ren as the focal population 
appears* to be cxtrcnwly small. Second, very few 
true research reports exist to* offer objective 
guidance to educators. The literature available 
consists primarily oif case studies, narrative* v pro- 
gram reports, or position .papers by workers in the 
Held. Third, 'of the Jimit^ number of research 
reports wWch are available, many appear to be too 
esoteric ox- molecular in their fbcuis to assist the 
service specialist in the ^day-to-day delivery of 
scrvrces. Fourth, potentially helpful reports of 
research conducted appear' td have a restricted 
distribution. Their' existence' is often known only 
to a few individuals <?r agencies. This * denies, 
specialists who.are dispersed'^hnoughout the nation 
jn ^telhte s^^rvile centers acJfess to valliable infor- ' 
mation. Fifth, many articles' of * pamphlets offer 
•1iow-to** or ''how-We-did-it"^^rnformation, but 
few data are ])resented on dther than an anecdotal, 
;e.xperiehtial basis to 'substantiate the economy or 
efficiency of the techniques endorsed. Sixth, while 
diverse agencies and individual across the nation 
max act»J3lly be conducting research.' few are 
reporting' the results of th'at research. It"^may- be 
. that the impetus for research has already arrived, 
Jbut ;hat we are in pie n)idst of a "data lag.'' 
• R#rhaps it is too early to report anything but a few 
tentative! ndtes on the progress of. th.e research 
^mortr^W^fflVdW^'-^l^or^t^sitipter^t^ 

'"^-rer^tn-'t^''^-^^^^^.-^^^^ Adults includes 
' nil eacX annuab report a^^set^nrm^voted to Uie . 
research activities' of .'the Center In each report.^ 
progress is described on'the development of .hard- 
warut designed ta assist* the deaf-blind persbn m 
cope with living in ihe sighted and hearin^worra. 
Fpcusing primarily upoji communication aids (e.g.. 
' "Telebrai^ler. Wrist'-C^im/tfie GenerarHlectric Cora- 
miinicatioa.Ald), the center's reports bTfer enq^ur- 
aging optimism that r&ear^cb efforts may be simply • 

• unpublictzed; rather tl^pjionexistent. , ^ ^ 

* ' • authors, theref9re. susp^^t 'fliaf ma*iy doJ- 

lars of scarce service ' funds may b(: 'supporting 
' ^programs. that are emplbying techniques and strafe-^'^' 

'gies of unprove'n merit a;id that are operating on 
fti^ the basis of imprecise -or even erroneous-develop- 
mental principles * ' ^ ' ^ 

Historically.' as fedexalr sttfte/ or Weal fiscal ^ 
/esources are tightened, research activities, are'% 
a?n6ng the first to be'.curtailed Jhus. .at the very, 
time whew getting the greatest amount of beifefit . 
out^ of' the* available dpllar is mqst critical, ^he 
ijunl)ed most Hkely to identify and develap 'tco- 
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nomic," ef/icient service strategies is leiiminated. 
Although a greater res^tance j^urtajhnent of ^ 
research is appafent today, we are now faced with ' 
a ^dearth ^of quality ioformation because of past 
vulnerability and lesser pnority jf we expect the 
specialists of thc'l980s to be better informed, the 
research momentum must be increased Dow. 

• Research tcDate 

One safe assumption is tha^ effojts to prevent^ 
potentially "handicappmg conditions are as valuable 
as intervention ^forts 5nce the t^ondition has 
occurred- Much ^SfcrUhas been directed to pre- 
venting conditions >^Passociated sensory impair- 
ments. The repc^ relating to the development oC ' 
the rubella vacc?he and the resulting incid^nc^ 
studies (N1eyer> J96J^: Goldstein, 1968) have docu- 

. mented.the need and the effectiveness of spt^cific 
immunological approaches la the preventiort of 

ifeaf-blindness. The rubella surveillance pi^blica- 

.tions by the* Center for Dkease Control tCDC) 
offer timely, accurate data describing incidence. ' 
statut>of national immunology efforts, and" special 
inve^igatidm underway that focus on rubella 
populations. In this same vein, the congenital 
malformations surveillance publications, also pub- 
bshed by /the CDC.' broaden the* analysis beyond " 
the restricted :$cQpe of rubella to all congenital- 
anornalies reported in infants born in three local- 
ities .(metropoljt^n Atlanta. -Nebraska, and north- 
east Florida), A^' stated m the docurndhts tbem- 
scfvcs"* . . \ data are collected by specialsurveill^mce 
programs which use^hospital reporting systems to 
ideni^fy nev^bom infants with*maLforrhatio'r1s/\ 

Data- contained in this report are preliminary 
and are provided solely Etor* the mform/tion of 
persons ""interested in epKiemiology of congenital 
malformatioas. Cooper (1968) -antic^ates the 
[(^^idespread use of successful immunological tech- • 

-mques ijp the protcLtion of communities against 
recurrent rubella epidemics CJierr>iJ( I 974), how- 
ever, has doubted the? success sH^^cpi^esent 
national rubella "Vaccine program. ^citfigTlTcidenXs 
in which.'herd immunity" concepts ^§|^i|nifiuniza- 
tKjn did not <:)rotecr the overaH p6pulation.of tin? 
comhiunUy, He" also describes^ his concern that ^ 

/Jhaphazarcf" immunisation' programs could lead to # 
a greater problem' than that existing prior to *the 
availability of the rubella vaccine Both Copper and 
Cherry emphasize the need for conthiuin^ research 
and developil^ent la ttit' effort to produce 'a -yiore 
effective' vaccine than those currently available • 



Ed^icatioi^l Intervention i • ^ 

*' Using 'principles wfiich have been j^roven effec-' 
. tive in other populations of exceptionalities, educa- 
tion specialists have erhpha^ize^ three major con- 
^cepts in,<the deliv^ of services .for.^)ilitation of 
deaf-blin'd children. Simpjb' stated, tTiese concepts' \ 
arje:.{l*) interwrie as early an the^hild'« life as 
possible; (2) emphasize the development of com- 
pensating sensory skills;* and (3) focus, on the 
development 6f language. and egmmiinication skills 
as a priority. With these concepts predominating, it 
is not suVprJsmg to find that the majority of 
research has^coalesced around these three topics. 

On the basis of the standard established by deve- 
lojjtetalists such as Gessdf/Ilg, Kagan, and Piaget 
. with Te^pect to the ontogeny of behavior, much 
emphasis, has been placed upon early infant enrich- 
ment. Despitje the welUe*ablished'Core of data that 
support 'eaj^ infant enrichmejit for intact infants, 
Cmehtally fl^rded iilfacits,.!aiTd infants with single 
^sensor^impairmei||s, the authors discovfifed no (?rh- • 
piricat evidence that ^iiSs^anti^tes the applicability 
,of the concept to deaf-blind children.*^ 'Riat corftmeh 
sense suggests its relevance is indisputable: What is 
disturlplng is that Vio ol^jecttve^v^ddnce exists H 
identify to the infant stimuIatx^jUhe primary needs, ^ 
preVeqiJisite skills;' or mast irqmediate ol)jectives of , 
enrichment programming, 'ftowever, position , 
papers aftd personal opinions abound. This is not 
to denigrate the excellent position papers av^ila^b^^^^ 
to *interesterj^''rj^Jefs"'Siany'"V provide 
valuable guidance«to the clinici^ \vho^c client is 
deaf and blind However, with- the recent findings^ 
'published by iCagan (1974). which call into ques- 
tion the **cri'tical periods" concept for acquisition- 
of specific developmental skills, the lack of empiri- 
cal data idciftifying the precise value .of early 
mtervention'witl) the deaf^blind youngster presents 
a troubling questi<3rk If we are willing to generalize 
findings in otli^r spe^cialties. (developmen^l, 
psychology, physical .therapy, and so"fortJt) into 
wbrk with deaf-bUnd children, must^wc^ not also 
generahze those findings which may call, loyig- 
resp^cted dogmas irito question? Without data to 
the contrary, it seems to th£ authors that ?aich must^ 
be the case ^ 'J _^ 

Sensory Developmerft ^ , • ^ * 

Many programs of -direct servic^es toftepf-bUn9 
children can be observed that employ similar * ^ 
techniques (e.g., sensory ..stimulation). Yet few 
researche^ or reporters hiive attcriipted fb define; 
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in concrete behavioral terms; just what sensory 
stimulation is and what it is purported to do. 
Because of thisi^mbjguity, some pro-ams are tacitly. 
encouraged to implement what they assume sen- 
sory stimulation to be, rather than what it actually ' 
is. Utile- empirical discrimination has been pro- 
vided ^between sensory stimulatipn «nd scnsoriper- 
ceptual integration. Yet, the clinician should defi- 
nitely know when the use of one technique on the 
other.^ould be more effellive. Most programs teod 
to employ either a "shotgun" total sensory 
approach, while others focus^raore exclusively upon- 
visual or auditory trainingr%ie writings .of Jeah 
Ayres { 1 973) are perhaps the mist-definitive in her 
perspective of integrative functions for all sensory 
modalities. Whik stating cteariy that much of h^r 
wofic is based upon a hypothetical mq^l- of. 
arpus^functipn (1973), , she has been able tg 
provide concrete data relating to f he efficiency of 
her lechniques. The authojs conclude, ^after an 
extens^^eview of availabl^j^r^u^rthat Ayres' 
data contain the only focusing, 
specifically upoathe deaf-bwyinmfl. 
; Apother We^ receiving attention' iji sensory 
^training is xhat of the * proprioceptors. Bobath's 
techniques of neiiro-developmerttal, treatment have 
' found' populrff appeal in working with thp youHg 
lefebroi palsie^ child (1962, 19672>due to^the 
tlarity of th& theorefical foundations of the 



arid few refinements have been made in elaborating . 
the topics presented at the irisOAdce training 
workshops. The result appears to be a collection of* 
subjectively derived generalizations conceding a 
wtfle variety of perceived educational of social 
needs of the d^af-blind child. Despite lengthy 

.bibliographies suffixed to the" articles revifewed^ 
empirically derived sources of information to 
document the positions expressed appear to be 

* lacTdng* ^ . 

* ' ' ' Current Status 

After, an extensive review of articles, pen^Wds, 
workshop proceedings, and comprehensive anno- . 
tated bibliographies, the, aiitl^^l^J&we regretfully" 
concluded that empirical research Tocusing specifi- 
cally upon the development and education 6f the 
deaf-61ind child, per se, is practically nil. Because 
of this shortcoming in the field of ^f-blind 



education, Jhe authors strongly endorse subsidized 
research program* designed to define more clearly 
the problems *of^he deaf-blind child and to 
delineate more salfcirfctly effective methods of 
educational interventions. 

Research should .not, however, be permitted 
sacjed-cow status. Judicious use of funds and a 
disciplined determination to fund with greatest 
priority those research-' studies which can be defined 



^laiiiy w. v.iv^ v»vy.vww«. . y - 3^ . system-csscntial can provide the necessary 

approach a;i«i the tangible su^^^^^^^^^^ 

ae^iced by children r|ceiving fhis particuTarTorm OT ^^.^^ ^ ^^^^ ^^^^ p^^p^^^ ^^^^ following as a 



physiotherapy." A^ service programs for deaf-blind 
children expand their focus to include the severely 
mbtonqally handicappe^child with deaf-blindness, 
Bobath-oriented physic^ki therapists are frequently 
called i|pon as oJuca^ion^r adjuncts. Since; the 
physiological stru^res^of the deaf-blind chifdand ' 
sensonly intatt child are basically eqtiivalent,''the* 
relevance of Bp bash's techniques to^imoiroving the 
* function bf the motoi^lly handicapped deaf-blind 
efiild would seem fo very direct. Many of-"the 
principles ar^ based upon tlfe foupdation .that 
adequate |)ostural i^fiexes^are prerequisite to the 
establishment of more complex developmental 
skills;. An analysis of the benefits- t^o be expected. 
from Bobath app^roaches used with deaf-blind 
cH^dren ' should be available before educa^onal 
speciali<ls attejn{)'t to establish a superstructure of, 
developmental objectives based upon the physio- 
therapists' foundation. 

Language D^eiopment 

The, production 'of-^ducartional materials has 
b^en o'ngping siace 1970. The peak'is rtot ifc*sight. 



ities. fo this end, we propose the following as a 
"brief sampling of ^the range of general research 
topics with direct service applicability. 

locidence Studies ~ 
' Investigational^ studies into incidence serve two 
important purposes. First, realistic priorities^can- 
,not be implemented without an/accurate deter- 
mination of the incidence and prevalence of 
deaf-bfmdness in persons under twenty-one 'years 
of age. Secpnd, the man^wer and financial Mgis- 
tics of screening and identification necessary to 
determine incidence may serve ^ to make state 
administratprs and governmental bodies more 
aware q£ the scope of the deaf-blind issue arid 4he 
meager support turr^ntly available. Visual and 
auditory Screening of all residents in large state 
.institutions for the deaf, the blind, the mentally 
.i*-Tr^tarded,*and the mentally ilFmay reveal a dramati- 
V cally largef -service population than is currently 
/ described in population estimates. A'his would help 
elevate the perceived severity of the^pj^blem ffom 
• the second-class (i,e., low-incidence) status that 

■■■ ■ ■ ■ 7 
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seems to have beep ascribed by stat^ special- 
* education administrators and state legislators. 

Langu^ Development ^ 

The difference qf opmiofls regarding the use of 
manual communic;ation has not been an especially 
vocal controversy?- The manual methodology is ac- 
cepted by the maji^rity'^of teachers in programs for 
the deaf-blinci. Teach^ers appear to be comfortable in 
teaching what is known as ''total communication" 
skills. Unfortunately, adequate research into com- 
prehension of manual communication by pupils in 
the area. of the deaf-blind is lacking. Research 
might be implemerited to , understand better the 
9 \ dynamics involyed in ^teaching gross manual signs 
\o the deaf-blind child. We need to know how the 
psychomotor structures are -involved in sending 
manually expressive signs and in learning to receive 
them without the Tbenefit^ o& vision. Linguistic 
studies - of the - deaf-blind should be included. 
Studies are needed to describe the contribution of 
repetition to the acquisition of linguistic skills by 
the deaf-blind child. It matters little whether those 
skills are manual or speech. Both s}ulls should 
* lead to comitiuHication, independence, and self- 
expression. A' thorough analysis of the method of 
•communication must be understood t^ore whole 
generations of deaf-blind are- taught willy-nilly H^w 
^ to sign withoju4 l^nbwing to ^what , degree they 
comprehendllthe complexities and power of Ian- 
guage. Should we be satisfied with primitive or 
rudimentary communication skills by the deaf- 
blind^ . . V , 

^ Efficiency of Irtteryention Techniques ^ , 

While literature is available describing gains by 
*deaf-blind children as the result^ oC specific inter- 
vention technic(ues. few^ariicles examine the effects 
of discrete -techniques in a Jongitudioal fashiop. 
We suggest that a close, hard, and objective look be 
« taken at the armamentarium ot^ 'approaches cur- 
rently in vogue in prograrhs for the deaf-t)liiid (e.g., 
behavior modification, fotal comrrfunication, pfff- 
Schulwerk* and sensory stimulation). The outcome 
of iMch scrutiny shoufd be a" precise 'definition of 
each technique's variables wliich must be con- 
sidered before any ihlple'mentation occurs, specifi- 
cation of the circumstances under which such 
techniques jre effective, and especially the relative 
longevity of training results 

Bep^use of the frequency of stereotypic^ or 
self-injurious ^behaviors (SIB) observed m deaf-blind 
children, ".especially those with lower develop- 
mental functioning, humane yet affective means of 



/eliminating or reducing'the behaviors have be^ 
fountj^ to be either (1 j^[)effective with the deaf- 
bhhd child; or (2) contraindicated because of their 
uncontrolled or undefined side effects. Serio\is 
studies to define the parameters of SIB (chart the 
topography • of such behaviors as eye-gouging, 
biting,, and head-banging) are needed. Maladaptive 
behaviors diminish the amount of time and energy 
available to the child for more constructive 
behaviors; and>in extreme cases the SIB so muti- 
lates the chil^ that he or she becomes even 
more handicapped than before, through the loss of 
residual* sight or vision, amputation of fingers, 
chronic skin conditions, and so forth. 

Self-abusive behaviors exhibited by many deaf- 
blind children might also bear some answers 
through research conducted with tke severely 
multihandicapped child in state institutions for the 

-mentally retarded. Can the techniques used to 
control or. eliminate negative behaviors for those 
children be reinterpreted for application with the 
young deaf-blind child? 

♦ Educational research on the deaf-blind child has 
^gone by the wayside^ for lack of time,' interest, 
money, or a combination of all three. Little real 
research has been done into the operant condition- 
ing techniques used by individuals in working with 
deaf-blind children. The ^application of aversi^ 
consequences to stereotypic and other maladaptive 
behaviors of deaf-blind children has not "been 
clarified, analyzed, or documented- , 

^ Save the d€^-blind child from pseudoscientific 
aeal! The responsibilities .bf controlling another 
' human being should not be. left to an inexperi- 
enced, untrained^ unknowledgeable individual. The 
need to know what effective*methods are best with 
a qtiild who is severely hani^icapped, such as^Jthe 
deaf-bhnd, has^ye.t io-be^quantified urgent. Infor- 
mation is urgently needed that will provide data 
from which we can extrapolate techniques -that will 
lead to/ more successful teaching, training, or 
conditioning of tl^^ deaf-blind child to permit him' 
or her to function as an'independertt yoi;th and 
adult. ^ * ' ' 

The devel^ment of^ny instrument or tech- 
jnique resulting from research should be excluded 
from the classroom unless a well-trainjd -and 
experienced individual is-present 

, ' On the other hand, we must njpt /Shirk ouf 
^ responsibilities to determine wfffcFi specific 
approaches #re most efficient yet humanizing and 
what the minimum requirements are that should be 

' established as prerequisites before paraprofessiopral 
and even professional staff members are allowed to 
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'design aiid 'implement child training programs using 
such powerfully controlling techniques. 

Serious consideration should also be given to the 
resources developed by professionals in other disci- 
plines (e^g., mentaltejardation, orthopedics, deafn^, 
blindness, and autism) who have had a number oY 
years of experience collecting information and data. 
Are techniques of auditory training and language sti- 
mulation developed for the deaf also useful with 
'deaf-blind children? Do studies in mobility con- 
ducted 'with l5lmd subjects have direct application 
to. the mobility needs of the deaf-blind" child? 
Seekmg answers in the findings of research of other ^ - 
handicaps may not be wise. We do not know 
whether techniques used with other handicapped 
children could be applied with success to the 
deaf-blind child, but efficient cross-applicability 
cannot Be det(?rmined without controlled compara- 
tive research. I 

Criterion-Referenced Assessment Techniques 

The prohfefation of scales, measures, and evalua- 
tion instruments evident" across" the country 
demands a greater determination of the validity 
and reliability of the instruments. Special emphasis ' 
should be given to ensure that assessment instru- 
ments themselves'translate easily and clearly to iht 
establishment of valid developmental objectives for 
each child evaluated. Research defining the varying 
utility of the different measures and Ahejr agpli; / 
cability'to program development is sorely needed. 

Program e\^ation- has, at times, been promul- 
gated as scientifTc research, A rigorous dissection of 
program effectiveness, including c'ost benefits and 
cbjrrelative training components and student gains, 
however,* is not often ^ilt into the program 
Evaluation model, and^-'post Jacto observations 
cannot substitute for .a carefully planned and 
executed program with built-in evaluation and-. 
a'riaJysis'COniponents. , • - 

The review of program evaluation 'rep^orts sug- 
gests that mo$t administrators and educational 
sf>ecialists consider reporting a failure of a program 
design or component something to be avoided at 
all costs. The field is thus denied information 
regarding which approaches or models of interven- 
tion con^stently fail to achieve optimal results. 
TFTelrue^est of.scientific evaluation of a treatment 
or technique is always a design which will allow the 
^ treatment to. fail as weil as succeed. 

Paraprofessiorial Rather than Professional Teachers' 

Limited funding to train -and hire professional 
teacl^ers of the deaf-blind has forced administrators 



of prograrns for the deatblind to consider the appli» 
•cability of paraprofessional teachers in the training 
of th^ deaf-blind'child^ Unfortunately, perceptions 
of paraprofessional- teaphers of the deaf-blind are 
often colored by experiences and observatiohs in 
other programs. As a result, the administrator may 
dismiss the value of the^paraprofessional teacher as 
either inconsequential or not worth the "staff 
commitiRent necessary to ensure effective, eco- 
nomical utilization. Studies of the use of parapro- 
fessionals to supplanf rather than to simply sup'ple- 
ment professional teachers in a variety of specific 
techniques should be_.conducted. If data are avail- 
able to describe how the administrator can achieve 
the proper "mix" of teachers and what to expect 
from >^arious levels of teacher prepa.ration,'^ervice 
programs can more easily and confidently gear up 
for expanding services, — 

^ Conclusion 

Research resources are legion. We need only to 
stimulate, prod, activate, catalyze, and motivate 
universities or privaTe agencies (e.g.^^the Rand 
Corporation) whose resources are geared to resdarch 
to- desipi, develop, conduct, and -coordinate 
research studies of benefit to deaf-blihd children-.' 
Following such extensive surveys and analyses of 
needs (Kakalik and others, 1974), supporting funds 
should be provided to assist in the implementation 
. of rt^ommMdations^nera'ted by such analyses. 

We should no longer be satisfied with selecting 
convenient conclusions from our own personal 
background ^and training" programs as relevant and 
desirable educational strategies for use with the 
deaf-l)lind children today. 
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With the advent of criticism, of educational 
prograiTis from outside sources such as Conant and 
Rickover and the "big business" atmosphere gener- 
ated by the pj-esence of, and competition for, 
federal funding, evaluation has become a vital part 
of the educational system. Procedures for evalua- 
tion have taken many forms. The comparison cff a 
student's progress on standardized achievement 
tests to the national norms has been used ^s a 
procedure of program evaluation for many years. 
The use of outside experts to visit and evaluate the 
worth of a program has also been very populaf. 
Both of these processes have definite shortcomings ^ 
^"a$"i?tcfepenttent^ 'took- for'f>rogfanv>©wk*atk>s^ Mfoi^ > . 
fessionals in special education call attention to the 
dangers of using standardized tests with the stu- 
dents they serve. The friend or foe aspect of 
Outside evaluators contributes to the extreme 
variability in this method of program evaluation. ^ 
Certainly more formal procedures are necessary. 

This papet deals with the various evaluation 
prototypes used in genera? education; those used in 
evaluation of programs in areas-of special educa- 
tioa; and those most adaptive to; and currently 
used in, evaluation of deaf-blind programs, 

Evaluation in General Education 
In educational programming, evaluataon has 
tradji^gnally been viewed from a negative stand- 
point. Somehow, the "healthy," self-study Aspect 
of evaluation is the last issue that'co'mes to mind. 
■ ^ Instead, professional paranoia is the usual reaction 
to suggestions of evaluation. Perhaps this is the 
^ result of evaluation being recx>mniended or required 
4rom outside sources' rather than ho\n$ considered 
a vital part of the development of a program. 

In discussing Jhe topic of education evaluation,^ 
House ( 19*VF) has stated that "evaluation becomes 



- desirable wheh you think you are doing well but 
^feel unappreciated; when you are in serious 
trouble; or when someone with authority over you 
insists that you be evaluated/' Clearly, evaluation 
from those supervising can be a very threatening . 
undertaking. Outside pressure groups and parents 
who are unhappy with the school's product* or 
curriculum also have a definite influence on evalua- 
tion procedures. 

Many evaluation models have been developed in 
response to the need for accountability in educa- 
tion. Most of the models appear to be based on five 
generally accepted models of educational evalua- 

.>Jiaa.;^pkJ^Jgj:5:?Y§lvati^^^^ 

school #:creditation model (1960); Robert Stakes 
countenance model (1967); Daniel Stufflefeeaum's 
context, input, process, product (CIPP) mode^ 
(1969); and the methodology of evaluation (Scri- 
ven, 1967). . ^ 

The purgose of the earliest reported fbrmi* 
evaluation -model (Tyler, 1942) wis to meas^ 
student progress toward instructional objectives. 
Teachers and measurement experts specified objec- 
tives for their educational programs and developed 
tests to determine whether these objectives were 
met. Student progress as ascertained by th^ testing 
procedure quantified the success or failure^ of the 
educational program. This model tended to foster 
oversimplificatioii^of the school's goals and objec- 
tives, and, by measuring only products, certainly 
• ignored the processes of education. ^ . 

The school accreditation model was developed 
by the National Study of Secondary School Evalu- 
ation in 1960. The purpose of this model was to 
" review the content of, and^procedures for, instruc- 
tion through, self-study. The evaluation procedure r 
was developed" by committees made up oT classroom ^ 
;t1l 



teachers and administHtors. These committees 
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discussed their educational program ai^d made 
decisions as to itsTjeeds, strengths, and weaknesses. ' 
No outside evaluatars were needed unlessauthenti- 
cation by outside peers was required higher 
administration of funding agencies. This rhodel for 
evaluation tended to increase staff leadership 
responsibility but was time consuming ari^ gener- 
ally i^ore^the value of outside viewp.oints. 

The countenance model (Stake, 1967) was 
designed for reporting the ways different groups of 
people considered the value and corftent of a 
program's curriculum. In this model outside groups 
(Stake used journalists and social psychologists) as 
well as teachers and administrators were asked for 
their opinions and judgments about what ^ould be 
included in a school'^ curriculum. Through this 
process eyaluators could extract a general view of 
the program and ^ould gain insight into the 
conflicting expectations of grOups that were 
affected by the program content. A specific risk in 
using this model is that value conflicts tend to 
surface, while the cause of conflicts is generally 
ignored. ^ 

The context, input, i process, product (CIPP) 
model (Stufflebeaum. 1969) was designed to facili- 
tate rational, and » continued decisioji making in 
program evaluation. St'ufflebeaum presents four, 
stages of program development and de^scribes the 
need for assessment or evaluation at each stage. 
Context evaluations would be determined when a 
project is being pmnned. The evaluator would 
attempt^ Jo assess the needs 6f the proposed 
program as well as the - underlying problems in 
program development. Input evaluation would 
provide a descnption of the capabilities of the 
program, human and material, to determine 
whether or not the stated objett^es for the 
prograrn coOld be met or if the desired activities 
Were feasible. The next step of process evaluation 
continues- through the tenure of the progrdtn. 
Areas of strength or weakness are identified and 
key events vital to^the program are recorded. In 
product evaluation, the final stage, the determina- 
tion is made as to whether Or not the program 
related well with Its stated objectives and whetfier 
the program should be continued, be modified in 
some direction, 6r be terminated. For nroduct 
evaluation, Stufflebeaum "suggests the use of a 
process chart depicting the role of evaluation in 
e(Jycational c'liange. This chart is used to illustrate 
change, beginning with researcii and leadmg 
through development of the innovative idea, diffu- 
sion of information, and adoption of educational 
change. For each stage of the process, Stuffle- 



beaum lists fhe agency involved, objectives for / 
change, process of change, and criteria level to' be 
reached before moving to the next stage. 

Scriven's (1967) lengthy discussion of evaluation 
deals with ttie. subject from a philosophical stand-^ 
point.. His concern is the^ieed for evaluation and • 
its formalization , from a variety of standp^nnts, I . 
including who should conduct an evaluation and its - 
form. A definitive procedural model like .those of 
the four models previously discussed is not pro- 
posed. Scriven does, however, address the various 
rationales and procedures that are tra^tionalfy 
used in an evaluation proce^. He makes a strong 
argument for evaluation as an integral part of a 
curriculum, y ' * 

Based on these five jjiodels, a host of evaluation 
designs have been developed for use with specific 
programs (Atkinson, 1967; Dyes, 1969, Hammond, ' 
1968; Pohland, 1969 and 1970; and Wallace and 
Shavelson, 1970).; 

Program Evaluation in Special Education ' 

\ Little reference to program evaluation in the 
various areas of special education can be found in 
the reference literature listed at the conclusion of 
this* paper. Programs that report their evafc^tion 
procedures appear to have included them because 
of federal funding requirements. - 

The Institute for Development of Educational- 
Auditinj reports a study of prograins^for trainable - 
mentally retarded (TMH) children in Jacksonville, 
Florida' (1972). This study attempts to identify 
cost factors in the ^ attainment xif educational 
objectives with TMR children. Teachers in tlje 
program wrote educationll objectives for all stu- 
dents. The teachers also estimated the number of 
objectives that were achieved by each .student. The 
program administrator reported the total cost of 
the educational program- and the total number of 
pupils in the program. From these data tfie average 
.cosft per objective and objective achieved per ptfpil * 
were determined, This-system wa^ informative and 
useful. However, the need for teachers to receive 
insarvice training to.wnte appropriate performance 
objectives was not^d as a definite consideration. * 

McDonnell and others (1973) described their 
evaluation procedure for 2r social educations- 
programs, funded under Title VI m tfie Elementary 
and Secondary Education Act, in Oregon. They 
u4kl a team of third-party evaluators to'comipejit 
on, program' effectiveness. The determinatiorrtf 
program effectiveness was based upon the program 
objectives set by the teiu;her,^the -appropriateness 
of these objectives as judged by the e.valuajpr, and 
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the degree to which 'th? stated objectives were or 
were not met. Thesiiccess or failure of this type of 
evaluation model would depend greatly on the 
skills of the teachers in writing appropriat*^ edyca-*^ , 
tiorial objectives andVhe familiarity of »the evalua- 
tors with the needs of the students* and the*, 
limitations of educational intervention m^ach area 
of exe^-ptionality. 

In evaluating its public school program for gifted 
children, the. state' of Illinois . (/I mzi/a/ Gifted 
Program Emlmtion Repori 1972-73) obtained 
input from those connected with the program^ 
through the use of a rating^form. The ^^Rating* 
Evaluation Form" (19731 was^'completed by those, 
persons involved 'in the progrem', including the 
teachers, the'reimburseme'nt tlirector, the -^dmini^- 
"^trator, arid parents. EacH evaliVator^was i^sked to 
state his or her number of contacHs with th? 
program V noting those perceived as rliost beneficial ^ 
and those leas^ beneficial. From these data^ charts 
were developed for ratii^g each sectioit o^^the 
program. Using the data obtaijied from this 
approach, perso^ responsible ior educational pro- 
grams can get input for evaluation from different 
points of view, thus obtaining -a comprehensive • 
'view of program n^eds and strengths. Schrock 
(1973) reports^ a sim^lar approach to evaluating a 

«rogramJoLgi]ted^ a'^checklist , 

bluat^orTfornTTlT^ may^bias , 

the evaluation in favor of the person or^^persons ^ 
compiling the ratmg form. ' ^ 

MQores and others 11 973i conducted a lengjhy 
study of preschool programs for hearing impaired 
children throughout- the United States.. Their evalu- 
ation, however, was based on a comparison of the^ 
performance* Qf -stwdent groups that received 
instruction by means of different methods. No 

' -evalu'ation of thfe educational effectiveness within 
each program was reporttyd. 

'Brill (1974) has deveiopfed a comprehensive.* 
"Self-Evaluation Sc^aje for Residential Schools for 
{\\t Deaf.'' In this scale he- lists items that are yital 
to the opera'tion of a residential school, drvkling 

^ responsibilities into the areas of adminisfration; 
school orgaliizationv including faculty, educat^nal 
and vocational programs; dormitory life^ extracur- ' 
ricular programs,.' health program; and the main- 
tenance and operations department, This evifua- . 
tion scale would be useful^ in identifying areaS of 
need within a residential schqpl pjrogram. However, 
the instrument was not designed to measu^e 

- prograrh effectiveness, :ind it coUld not lised-for • 
that purpose. _ * 



Proger ( 1 9? 1 ) calls attention to the confusion in 
the field of 'learning disabilities and the neecj for 
consistent and formiil program evaluati©n. A case- is 
made against tHe folly of continued model-building 
for adaption Jto each area of except ionalit^<.-^ger' 
suggests the ^establishmen^of federally fumHd? 
nationwide evaluation centers ^that' would 
responsible Tor the development and administei- 
tion of an evaluation scheme to be u?e4^,ffom the 
local to the national level. ^ ' 

Rating scales have bjeen used to^evaluate stadent 
perTormance and thereby' pToviie certain dat^ 
related to program evaluation. Balthazar (1,972) 
developed a scale to evaluate the performance 
beKavior of institutionalized mental retardates. 
Program evaluatrqn pfotedures used" by Balthazar 
were based on a comparison of two ratings of the 
population, one at thfi beginning-of the program 
and the secon/d after a determined period of tim^. 
^ Positive or i^ative second ratings w^re ased to 
determine progratn effectiveness. Programs vfeFe 
redesigned or modified on the basis of data tWt 
' were obtained in Jhis manner. - 

Tweedie'(1974) riiodified a scaje developed by^ 
Curtis and Donlon to rate th^ behavior of deaf- 
blind ^ multihandicapped children. Persons " who ^ 
were. familiac with deaf-blind children made judg- * 
ments a^ to posit^e or nejativ^ befiaviors exhibited 
by^a losv functioning, tfeaf-blipd child and about 
the relationshjps of the, behaviors to lesffning. A 
'^efefnlfri^rmft^^Was' made that for an extended- 
period of aime .{fq;ur years), behavioral cnan^ 
could be recorded • by mQans of a videotaping 
procedure and*c<jvdd be ^charted to show program 
effectiveness for an individuaBltudent, 

^ . - 

Evaluation in Programs tQ| the^Deaff Blind 

Evaluation in the area (5* programs for the 
deaf-blin4 has taken a^ slightly differant dire^ctron. 
than 'that taken in either .general or special edug^- 
tiprwFormal models for*evaluafin| j^j^ams haye 
nOt been used extensively! Currently^ however, 
•Hnany regional centers' are in tffi presets of ; 
developing evaluation, tools to use throughout the 
states located within their region. Thes^ tools will 
be -used to augment or replace^ the individualized 
evaluation prpcedures currently in use. 

In the area of programs fbr deaf-blind, ^program 
evalu^fion^ has' involved (U the tise -of outsiae 
ej^perts/to'visit a program, critique its strengths and 
weaknesses, . and make recommendations for 
^(^hang</to the program's administrators; and (2) the 
u*se Jf a teacher-made- or standardized rating form 
desjg\|d toji:hart mdl'vidual child perfoxmaqce over 
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a specified length of time. This rating of individual 
children in programs for-the deaf-blind grew o^t of 
a mandate from the Bureau of Education for the 

, Handicapped, U.S. Office of Education, Depart- 
ment of Health, Education, and Welfare, stating 
that ^*child-by-child'* evaluation plans were needed 
for all the students served by programs using 
federal funds. Some states al|0 require by law the 
use of a child-by-child evaluation plan. With this 
emphasis on individual children, it is understand- 
able that the develdrpmeyt of evaluatipn procedures 
was influenced to mo^ in this direction. 

Ar notafele 'cdntribution to evaluation of pro- 
grams for deaf-blind children has been made by the 
Teaching Research Division- of the Oegpn System 
of^ Higher Education,, w^)rking under a subcontract 

•with the Northwest Regional Center for Deaf?- 
Blind*. A curriculum based on an individualized 
evaiyation system has been implemented in many* 
of the programs in this region.. Developed by Dr. 
Victor Baldwin and his associates, this program. was 
initially prepared for use with retarded children 
and has been adapted for use with deaf-blind 
i^dreA. The pVogram is, based on taxonomical 
structure for* cprnmunfcation, self-help, ^and 
psychomotor skills' arfd includes a set of criteria to * 
determine de^ee ©f succfess on the part of the- 
student. The forms and procedures for recording^ 
and aggijegating achievement are in*cluded so that * 
,.^.>^»^5.. ?yr?!?Pl .i^X9,yid^ high levei of current and 
cumulative data for each child. A centrat file is 

- maintained on ail ^students as a means of , tracking 
their progress. Data are available for any desired * 
aggregation; e.g.,^ for an individual student or 
grou()s of students or for a single skill or gfoups of 
skills. Program personn^el,' particularly teaching, 
staff, (have reacted positively to th^tilization of ^ 

, this detailed curriculum and to the Evaluation data " 
generated, by the system. 
. While formal evaluation too^s, when used, varj( 
to a considerable degree, prpcedures for evaluation 
•appear to be^consistent throughout the regions. 

^ Evaluation teams typically visit a program, observe 
the educational and administrative components, 
and make verbal and >yritten recbmm^ndatipns 
conc^ing their findin"^.* ^ ■ 

Re^oi^ using outside experts for evaluation 
vaiy somewhat in the makeup -of their evaluation 

y tean^s. Numbtirs of pi^sqn's on evaluation teams are 
fairly^ cons^tent, usually two to four mc«ibers. 
Most of thi^personi aafecteH for'membership on 
evaluatibn "teams are jeachers, administrators, or 

- university profess6nr?Killed in the-areas^f working ^ 

, with th^* deaf-bhnd. Occasionally, persons whose 



training Is in evaluation. as a <ii$cipline are used as 
team members or as consultarrtS-for the purpose ^<5f- 
developing more formalized evaluation prOcedlires. 
FreqM^ly, a member* o& the regional center *staff 
s^ws on the evaluation team. If, the region has a 
person witjl^.^ignated responsibilities in evalua-^ 
tion, thati^uiraw^ M^^^lly '^^rv^s as an.evaluator. 
Manj^yi^cms ilso ^^t!\clude a person" from . the' 
progf'IK OTftlg!, evaluite^ rod, if po^ible, a person' 
from outside the re^bfL^One region uses a three- 
member team, tv^ members being skilled in 
diagnostics and pne ^as an educational specialist. 
Another region, using a two-m«mber team, ^elects 
an individliSl who is experienced in educatioiT for 
the deaf-blind and one^ with experience in program 
administration and budgeting, 

, Evaluation procedures of four regional centers 
will be described to illustrate the various evaluation 
formats. These' four regDns are exemplary with 
respect tch * the manne^^ ^ which regions are 
attempting to formalize tneir evaluation processes. , 



New ^gj^and RegifOFir^ ^ 

The New England Region CenterTias developed' 
a deaf-bUnd child plan (pages 266-269) that, is 
prepared for eachjj^ld served within the region. 
Basically, this pha^e of the evaluation jro^ess 
consists of a data collection instrument of four' 
sections: a biographicardata sheet, a family' pro- 
^grant ^ta* sheet ra^ -baseline* da^-sheet ai*d-a -goals 
and objectives^outUne to be completed by ^person- 
nel, from the program servmg tl^e child. The 
biographical data sheet is cOTipleted when the 
cjiild enters the program and is updated with 
information pertinent to. the education of that 
child. The three other sections are compleTOi each 
year that the chil^ rejnainsTn a program within the 
region. Copies of the child plan are sent yearly to 
the regional center. In this way program informa- 
tion is obtained on each child in^ the region, 

S<^theas^Region ^ 

Evaluallon procedures, for the' Southeast Region 
Center a^e w.efltlelifieated in the form of guideliites 
for teams that conduct on-site visits to programs 
(pages 270 and 2^ 1 ). Two-member evaluation teamL 
visit each federMly funded program. On the last 
day of their visit, they report their recommenda- 
tions to the persons responsibje for the program's 
administration. Two w^eks from that date a j 
written report is sei^t to the regional center^ On the 
basisof fhe equation teams* recommendations and 
the written report, .decisions are made concerning ■ 
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' pi'ogram merit and those ^J^ciflc pFOce^urgg'r if 
any, in need of .rnd5|ifl*tU)n. # 

The Sputheast Region Center is also planning arv^ 
Alternate evaluation procedure. Basically, this alter- 

^ould*^ involve selecting "students * 



ting 

f-yind re^stry ill various 
d|lld-by-child plans com- 



native procedure ^ 
randomly fronr tile d& 
tates and^qyaluating thefCi 
eted on'aatfft" stude£feHT];ie$e data could then be 
added to ongoing evaluation information at the 
local, sfat^, and regional levels. - ^ « - 

South Central R^q^ ^ ' 

Jhe' South CentrjA 1^8*^" Center completes a 
'flttld-by-child evalujfll^^ using the Callier-Azula 
Wble - for\ ^oung i^chijdren and the' "Behavioral 
Sumi^ry''](pa^2^2-274JJ*or older sthdents in 
provocation al and vocaponal programs as one 
* phas^ of pro^aln evaluatio^. in addition: entire 
programs are evaJuated using the "'Goal^ltainment^ 
Scale'*', (pages 275 -277) an evaluation. measui|j 
d^loped by the South CentralJ^egion Center. In^^x 
the use of* this instrument, pro-ams are-£ValiJlted 



quarlerry in sevtn^ 



^as 



of concetti' medical 



development^,4>t ^ state levaluation-planniiTg Com- 
ll^tee. Thi? committee, ipade pp of persons 
fipresenting the^tate, parents; professionals, 
adminislration,. ana teachers, would, provide a 
summary of information about the status of their 
state's continuum of ^*vices for deaf-blind individ- 
uals. The target date fca* the .completion of 
development^ activities is projected for 1980. 
Biipoks (1'975) also prdvides a proposed planning 
model -illustrating service implementation from 
direct 'contact with the child through ,the state and 
regiQp Xo contact with the Buf^u Qf Educal(|[jn for 
tjlje Haridicappe^. - , ^ ^ ^ - 

The Status of Evaluation Pro^dures for 
i*rogi*ns Serving Deaf-Blind Youth 

, The variabilHy in the" convposition of {^ogram^ 
. serving ^leaf-blind children has inhibited the ideriti- 
fic^non Of ^y one evaluation procedure as befng 
the correct method: Tlie location of a program (in 
•a^^school for the deaf, state institution Tor^ the. 
mentally retarded, or^ublic school) as well as the 
number of students served by that it^igram of 



. . diagnosis -and evaluatiorw^^fational ass.essment necessity dictate its resources in^erms of personnd 
/ ' and'evaluation; chiM-b|^llfd pl^rfing of goals and,^^ nTat^rials available. •To demand that^all pr^ 

^activities: ancilfary sen^ices 'LWthe edu'catii^nal ' ^ams = regardless of size be 



luated using a 
ce some at an 



pibgram, including 4|(hysical ther5|)y. occupational! " ftandardized ^^rymehi cpuld 
. therapy, and . recreational therapy; fanifly^seryi^es; | , extreme disaUvan/age. . ' : , ' 

/• Census iyformat^n or registry :^andxoritinuation of Tl^. development *of evaluation^ j)rocedUres 

- "services for each child served by ttiej^rograaiJ^ach 
" area*is rated with weighted values iVom a**^^ to a 
+2. A total kbre is then (5j^tiined qtnrneriy for 
0 each^ro'fram. ^ f 1^ "Goal ' Attainment S^alef' is 
'«SP^ com^f^ted by.; th#. director of th6#rogram being . 

evaluated and%y a persoi^from feh^egional center/^ 
^t' Upon '^mpfctioti ofUhe scale- comparisons are' 
: made of the two^atingSu If differe|ices^n ratings * 
, ara found, these difference.^ s^nermly ^serv© as a^ 
basis fop.f^rther d*str(is^io'n. ^Rating each^ {jrogramT 
C on a .quaifterly . Basis ^prevides numerical , data " 
illu^^tive program achievenjcnt in reaching 
slated goals.' _ ' ^ ^ ^ 



appears Xo be a high priority in all re^pal .centers 
serving deaf-blind children.^ Fair and consistent 
* methods design^ to aid" and improve services to 
.oeg/iblind individuals * characterize the goals of 
these" <ittcmpt?a^ standardise^ measures: All the* 
infofm,ation||btained on the development of evalu- 
^ioiw>ro6egurps by the regionaP centers^ sj^ows 
conffrted effort to pro4'.ide ajj^iipprovement in 
.t^uality of, service rather fh^p evaluation fqr evalua- 
tion's satce. A 'continuation^ of ^^^^ts, in this 
' directiofl^oveif Ae n%xt several years seerA^tpite. 
likely, \ — ^ ^ ; * * 



Mountain Plaiii^ Region ^ ♦ » 

. The Mountain Plains Region <^er>ter tJas a^olf' 
*<^lineated approacji 'to evaluation using both a 
^hiW*by-child plan ^d a^rogpan? si^mmatV report 
(pages 27&4*id 279"). 13le'components^or bpt^^e « 
ihild plan and 'siifnmary^repea*t yere the resu%6f '. 
.tnpiit from* v*ri(^s teaChersV ^es, specialists, 
parents, and .axiministratojs in programs for deaf-^ 
nd'childreWvithitv^th^ i;egJon iBrooks, 1975). In 
^ irlfegrapff^n the eompbrients of an e^raluation 
within tlie^ region, Bro*»ks (1 975) Outlined the 
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• . . , Deaf-Blind CMld Pkn. . ^ 

^ I ' * * • ^ Biographical Data . ' . ^ • 

*Note: Jt is. intended that the information contained on this sheet be limited to 'that wj^ch identifies the 
• * child and family and/or may be important to the persons writing, reading, or carrymg out the goal(s) 
ind objective{s). For in-depth information supporl^g these comments, refer to the child's fil^ 



Chad's iiame 
i 



Nunrtber 



Street 



n t 

^ Date submitted 



Agency 



Number 



Street 



Town/city 
D.O.B 



State 



Sex, 



^ ZIP • ^ TowD/citr " State ' " 



Date 6f admission into deaf-blin^ program. 



ZIP 



Etiology. ^ ^ 

V 



".^General statetnentVegarding ^ch of the follo^ifig: (Use reverse side, if necessary.) 



Hearing: 



Vision: 



^ Oth.er hand|cap(sj: -'a . ' \ ' . 

Miscellaneous (i.e!, mefltpation, physical limitations, allergies, and'so forth): ^ 



Parefit/gtiardian. 



* Te*e{!>ftone number. 



' Address. 



Number 



Towq^ity 



State , 



Street 



ZIP 



•' Pertinent fainily infbrmaiion 

' 7- 
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Deaf-Blind Child Plan 
Family ProgSram Data- 



Date submitted 



Child's name ] ^ Agency / ^ 

jji/ Family (natural, foster, or guardian) In^plvem^nf^-(in such areas as training, counseling, respite care, horn,e 
visits, and so forth). Should no familylnvolvement exist, indicate accordingly. 



1^ 
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' If 
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9^- ♦ ^ 



r 

r 



Deaf-Blind Child Plan 



Child's nafne ' 



Baseline Data .-^ 



Dat^ sOibmitted 



3^^ Agency 



.4' 



Developmental Area. 



Baseline data (brief statement'of jpresent functiooi/ig level m'tfcis developmental area, including how level 
was ascertained. In all reporting periods subsequent to the first one, this statepient should be related to 
goal(s)and*objective(s) of previous period.) " ^ . ^ - . , 





•G03K dod objiBctives.lor our purposes, till within spVliGc developmental areas- sucR as (bat not Iimitdd torsocia! brfiavupr, wlf-helif motor. 
ccjniriiiwuMfl^.^owitivc. academic, vocational, and -i^nsory Please indicate to wHich area ^this sheet applies. 
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Deaf-Blind ChUd Plan 
Outline of Goals and Objective 



3 . 



Child's name 



r 



EtevelopiTiental area 



Date submKted 



Agency 



^GoaKsJand oA7>c//vef5>-^ following a t>rief state,ment of each goal related to this developmental area, indicate 
' Ithe spe'cific oijjectiyes planned to accomplish that goad. ' . - . 



Calendar period (month Sd year.). 



to. 



• 1 



.4 



•Goals and objectives, for our purposes, faii within specific developrrwntal areas such as (but not Umtted to) socta! behavior, self-help, motor, 
communidSition^ cognitive, a^ademk, vocational, and ^nsory Please indicate to ^pkh area this^^beet appliei. ' ^ ^ 



Guideiines'forSite^Visit Teams ** \ 

4 

m 

IdcnVifidftlBttof lJbf-BIind ' " ' * ' 

1. How mny de^af-blind children is the program currently sejrying? • * ^ 

2. What procedures does the program utilize to obtain the names x>f potential deaf-b'Hnd children? ' 

3. What are the* procedu^for determining if a child is deaf-blind? / ' -n^ ^ » 

'4. What'are the procedures for adding\a Utfaf-bJind' child to the- regional register, and^tiatjype of 
information is included on the dv*af-blindK:hild and (amily?. " , .* ' ' 

5'. What are the procedures. for removing a d^af-blind child's name from the regional register in the everrt 

* of death, movemeni of the chiJd from-, the region, and SO' forth? . ' ^ ' 

6. What procedures does the program have for eajly recognition of deaf-blind children as soon after birth ^ 
'"as possible? ' . ' * ^ • , ■ 

Comprehemive Diagnostic and Evaluative Services: ^ ' ^ 

• 1, What procedi^s does the program fiave for fuijiishi^g deaPblintfc children yfnd tiietr families initial 
diagnostic and evaluative se^fces? / ^ ^ 

■^2. Do dp children receive prompt initial diagnostic and evaluative servites? v " " 

3. Is Wmc information provided in the diagnoshc and evaluative report used to deveiogafi individualized 
^rvice program foj- the tleaf-blind child and his or her family? ' \ ' ' ' 

4, WhaF procedures does the program have for systematically reevaluating a^d^odifying individu^fe^ 
" i^rv'ice programs forjhe deaf-blind child and hJS. or her family? ' ^ 

* 5. Are deaf'bhnd children receiving reevaluation services on a regularly scheduled basis? 

6. Where does a deaf blind child withm this program receive dia^ostic and evalCiative services and 
reevaludtion services^ How far do the deaf-blmd child and his or her family gravel for such se^rices? 

\ y^^j.. _ ^ ^ ^ • . ^ 

- Identification of Resources' Available to DedTBIind C^^ > - ^ ' ^ 

What procedures does the program have for locating and identifying services for deaf-blinS childron 
within their immediate afea'^ , ' 
' '2, What procedure!^ are used to notify the regional center of these services and what type of information 
' concerning these services arc provided. to the regional center? ^ - ' . . 

3, Are these services, once identified, appropnately utilized to prj^vide services, for deaf:blind childreri ^ 
. ' based upon the individualized service plans?' , - • 

\ ' • . . ^ 

Programs for Educatipn. Adjustment, and Orientation* 

1. How long has. the pro-am' been in operation'^ - • °v 

2. What sburces of funds d6es the' program utikze? WTiat are the amounts*^ , ^ * ' . n> ^ 

3. Is the program makmg attempts to secure state, local, and other funds lA additiorf to federatistfnies. ^ 
, -4. How do sources oT funds this y6ar compare to la?t y^^r? ' \ . ^ ' ' / 

5. Does |he program furitish the regional j^enter with information concerning staff? What type of 
/ 'mfcu'matiQrri> providid? . ^ r ' . \ . , ^ , -'^ 

' . 6. What- servicei^^oes the propam provide for inserviCe edyc.ation? Does .jjhis consist of workshops, 
seminars, or college courses for credit? . ' 

Effective Coifeultafrve Services: " I . 

' f ; I. .Aje services providcjd by the program to" determine the needs of the families of deaf-blind children? 
^ Ho'warethes^^servtces provided?. • ^ * " • ' ' 

2. Are services provided to reevaluate these needs? How aje these ^ervides provided? 
^ 3. Do families of all deaf-blind children 'receive these services? ^ ; , ' 

4. 'Wh&t pfocedures Joes '#he program utilizf tojdentify and determine the t:jjpes of services other 
^encies can [frovidti for the families of dcaf-bUnd children? ; - / - 

5 What' procedures' does' the program have for n6tifying the. regional center of such 'services, ^nd what 
* type of inform^itiOn is i'urni^hedjQ the region|L'C^nter? , * ; 

* • ^iiAre ther services',' once idcntifi^, utilized to^frovide servrec^^roTtie'famihes of deaf-blind children^ 
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Identification Children Not Served; » ' * - , . 

1. Have chiWren in the area been identified as deaf-blind who are not currently receiving. services? 
2 Whyjare these'children not receiving services? , ' , ' 

3. What services are needed for these children? > * • ■ , • 

4. What procedures does the program have for notifying the regional C^n^j^r of such cases? - ' . 

Coordination of AU Community Resources: ^ - * ' * ' 

•KJVhat service's are' available within an area^to refer 'deaf-blind youths and adults for services?^hat 
ses^ices are av^ilable at the state level, regional level, or national leyel? , 

2. Does the ^program have cooperative' \<^ork agreements establish^ with other services within the area? 
How many and with what agencies? Has the program provided the regional center with copies of these- 
cooperative work agreements? • ' . * ^ - 

3. What Services does th^; program provide Tor deaf-bliiid children^ho reach.twenty-one years of age 
while in the'program?' ^ ' ' ^ , ♦ . 

Dissemination of Information. 

1. What procedures does 'the program have for TOtifying the public, other local agencies, state, regional > 
and national ^^gcncies of the type of services provided deaf-hlind children and their families? 

2. Does the program furnish information for inclusion in the regional newsletter? 

Innovation and/or Demonstration of Services % 

1. Has the program developed an>i new or improved techniques for providing ser\^ices4o deaf-blind' 
* children and their families'^ ^ ^ - * , 

2. If so, was tfae" regional centernqtified? 

3. Was this new or mijproved jl^chniqui^^ither described in wntin^ or pi^ented at a workshop? _ _ _ 

. Idenlifie^tion of FederiM. State, and Local Resources: - 

' L Doe^ the program pVovide thc'reglonal center.pfompl and accurate information of Te^r^l, state. focaH 
*' and oth<*t sogr^e^ of funding utilised m the operation of , the; program? 

2. Does the prograi^ furnish the regionaPcenter with other types of information tieeded for program , 
planning and evaluation'^ ~ • ^ ^ 

Chyd-t>y-6ifldPian. . ' ^ . ^ ^ . 

1. Does the program h^ve criteria and prt5cedures.establishecl for'self-evaluation? , 

2- Is the regional centefi)rovided with appropriate reports? , , • • * 

Research. . ^ " * 

1. Is th^ program currently doing any resear*ch'^ ^' • * . . . ^ .i . 

2. Are area^of research mtwTest identified by thaprbgram's'staff? ' • 
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Behavioral Summary ^ 

Ta Be Used with Deaf-Blind Individuals in Preyocational/Vocational PrograJ^jis^ 

•Ceneral Inform^ion 



- Ageiyy ' 
Clienrs name. 



^Date of Birth. 



CHe'nf's yisiort_ 
Client's hearing. 

Recorder 

Date 



None^ Poor Fair Avg. Exc^ 



J. METHOD OF COMMUNICATION 



Si^ Ijinguage . '. — 

Fing^rspelling : 

Speech /auditton or vibration). 

Written : - 

BraiUe , ^ ' 

Pictures J . — 



W. LANGUAGE 

. Receptively understands Avords or.phrases. 

'Expressively use> words or phrases 

Receptively understands ^sentences — . 

Expressively uses sentences. 



Communicates needs in cpnsisrerit manner. 

Understands direc^ions_ ^ 

Carries oh discussions. 



III. 



Learns new word^ or concepts quickly 

USE ^PeSIDUAL vision (if applicable) 

Eye-hand coordination ^ 

E'ye-foet coordination 

• Us^s vision to perform, work tasks — ^ 

Uses vision for mobility . 



MOWLITY 

><Jros\mt>tor coordination. 
Fin^ motor coordination 



Ej^lores immediate environment 
Mobijity on the job 



Travels to aqd/rom work independently. 

Uses puMic transportation^ — . — --^^ 

Is a route tra^fel^r L-.^ 



Travels independently I — ^ — ■ — - 

^Recognizes an<J teact^roperly-in emergency situations. 

INDEPENDENT LIVING SKILLS ^ , 

, ♦ - « ' * . • 
•**foilet JiabitS' » — , 

Gropming 



•personal hygiene ' ^ ^ — ^ 
Ability to^lect clothing^J 

' Ability to maintain clothing. 
Cooking . I ! : 



0 
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Independent Living Skills (Continued) 

Ability'to maintain living facility 

-Eating habits and techniques. 



Ability to use! commlinity^ resources, 
i^biliti^ shop independently_j ^ 



VJ. CONCEPT DEVELOPMENT 

Understanding of money cpncepts 
Ability to mafia'ge money:: 



Understanding of time relationships. 

Knowledge of simple arithmetic 

Problem-solving ability ! 



VIL 



WORK HABITS 

Attendance 

Punctuality. 



Discriminates usingall available senses. 
Ability to organize. 



^ Works with minimum of^istractibllityl 
Work's without constant superviSon. 



Performs sequential tasks after demonstriticwi and 

modeling ^ 

Follows directions J 

Locates and uses work materials, 

Understands routine in work situations . 

Understands changes in work 'Situations 

Perforins repetitive tasks independently ' 

Adapts to wprk variation. 




None ^oor Fair , Avg. Exc. 



Transfers learned skills to new tasks. 

XJuantity of work . * — 

Quality of work . 



Consistent rate of speed-. 
Safe work habits : 



.VIIL SQCJAL-EMQTldNAL DEVELOPMEN^F 



C9ntrt>l of negative behaviors \ ^ 

.Accepitance of physical contact and tactile 
reinforcement, ^ . 



Un^erstandmg and acceptance of own capabilities and 
hmrtations ^ ^—^i. : 



Frustration tpterar^ce. 

Accei^iable expression of frustration" and anger. 
Disposition and attitude. . 1 \ ^ 



Accepts criticism ^nd directions ^ 

Setect^among alternatives; makes decisions. 

Willingness to learn ^ . 

Reliability . ^ ^ — . 

Patience , . --^ u 



Sense of hutnbt — 1 — ^. ^ 

Self-assertion and com^titiyeness. 
Desire for independence- 



Desire ipr approval of otfjers^ 
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VIIL Social-Emotional Developni'^nt (Continued) 

Feelings of being a contributing individual 
Acceptance of realistic depeadency needs_ 

^ Interacts appropriately with others 

Forms friendships z 



.Respect for others. 



GENERAL INFORMATION 
Program * 



Person completing form. 

Position in progjjm 

Date @f review 



Goal Attainment Scale 



'1st quarter Expected Gi»l Attainment Score^ 
2nd quarter Expected Goal Attainment Score. 
3rd quarter Expected Goat Attainment Score ^ 
4th quarter Expected Goal Att^inment.Score_ 



SCALE 



Actuil Goal Attainment Score 

'Actuau Goal Attainment Score 

Actual Goal Attainment Score 
Actual Goal Attainment Score _!L 



.Scale; eon tains weighted values from +2 through -2. These ;are ^)rokeiTilbwn as Tollqj|s: (+2) best anticipated results, (+1) more than 
expected. level', (0) expected levei;(-^ less than expected level, (-2) rtfJst Unfa voxalSle 'results. - 
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Goal Attainment Scale (Continued) 



Value 


Family services 


Nv ' Registry 


Corftinuum of services 


-2 


Admission interview. Family assess- 
ment. ,. 


— -\ — ^ ^ 

Nam^^and birthdate submitted to 
region^l^ center. 


No information'on previous services. 
No planning for fqtui;p services. 


-1 


Admission interview. Family'plan. 
Referral to resources. Social work 
counseling. Interviews semiannually. 


Completl^jegistry fomj submitted 
to r'e^onaNcenter 

^ A 


' Partial information on proj^ous ser- 
vices and/or plans for future service. 


0 . 


Admission interview, implemenla^n 
of family plan. Coordination of re- 
sources. Social work counseling. Inter- 
views quarterly including home visit. 
Parent group meeting or v^rkshop 
semiannually. 


Complete registry form.submitted to 
regional center with current informa- 
tion. Ongoing new referral! to*region- 
al center on registry form. 


Complete information on previous ^ 
services and plans for future service. 


+ 1 


Continued family counseling as in- 
dicated. Cojitinued case management.^ 
Regular parenf ^oup meetings or 
quarterly ^ork^hops. initiation of 
pare n t -a c t ion (^foli ps , 


Registry information updated semi- * 
annually. Clarificafion of incomplete 
data. Ongoing new referrals to region- 
al center on registry form. 


^ Continuing services dUl^ing transfer of 
child from previous to. present or 
, future placement. \ 


+2 


Continued family counseling as m- ♦ 
dicated. Con^inuedxase management. 
Regular parent groyp meetings or 
workshops. Sibhng gfoup meeting . - 
semiannually. Social^worker as part 
of the teaching team. 

* t 


Registry information updated quar- 
terly. Clarification of incomplete data. 
Ongoing new referrals to regional cen- 
^ ter on registry form. 


Full range of service options outlined 
and available. 

/ 

/ • 

• 
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Goal Attainment Scale (Conduded) • 




Value 


Me#ical diagnosis 
and evaluation 

1 3 ^ 


Educational assessment 
evaluation 


'Child-by-child plan 


Ancillary services* 


_2 


Medical diagnqisis not 
current. ' ^ 


CaHier-Azusa Scale. 


Teache^planning of sched-^j 
ules of activities and mate- 
rials.^ ' 


Ihitial evaluation. No 
treatment. 


-1 


*M€4ical diagnosis current. 
' Recommendation made. 


Callier-Azusa Scale Video- 
tape protocol. 

• 


Teacher planning of short 
term goals, activities, and 
materials. 


Evaluation and periodic 
• treatment. N© classroom 
involvement. 


0 


Medical evaluation and 
treatment. 


Callier-Azusa Scale, Video- 
tape protocol. Summative 
evaluati(5n quarterly. 


Quarterly teacher and aide 
planning of long- and short- 
term goals, activities, and 
materials ^ 


Evaluation and oeriodic 
treathient. Communica- * . 
tion of treatment plans " 
to teachers and aides for 
classroom carryover. 


+1 


Medical Plan- Treatment 
completed Follow-up on a 
routine basis. . i 

i 
! 


' Callier-Azusa Scale. Video- 
tape protocol. Summative ' . 
evaluation quarterly.- Form- 
ative evaluation. 

* 


Quarterly teacher and aide 
planning of long- and short- 
term goals, activities, and • 
materials. Siimmative eval- 
uation. ^ 

* 


Evaluation and periodic 
treatment. Communica- 
tion of 'treatment plans to 
teachers and aides for class- . 
room carryover. Periodic 
consultation visits to class- 
% room. 


+2 

j 

. i 

1 

! 
1 

' i 


Medical Plan integrated in 
total service, educational ' 
program. 


Callier-Azusa Scale. Video- 
tape protocol. Summative 
evaluation quarterly. F^orm- 
ative evaluation. Recd^ds of 
informal observation. 


Quarterly team planning of 
long- and short-term goals, 
activities, aod rn^terials. 
Summative evaufation. 
Formative evaluation. 


Quarterly team planning of 
child's program and ongoing* 
treatment program with 
teachers and aides £or class-* 
room carryovfei^/"^ 


. • i 

\ 
i 
1 

1 
1 




• 







'flj(ysica! therapy, occupational therapy, and recreational therapy 



II 



III. 



IV. 



Cljild Plan 

Diagnostic staffing outcomes which provide initial and periodically updated information relating to'the 
child*s physical, psychological, educational, or social training, and family situation. Functional and 
prescriptive, information should be included when available and appropriate. It >vas stressed that this 
information be summarized and expressed in clt^ar, nontechnical language. 

Evidence of baseline development for the chijd which may include the^results of initial observations, 
berth at school and at home, and a diagnostic teaching period, the use of developmental scales, and the 
use of media such as videota{)ing. ' ' * 

Evidence of the establishment of goals and objectives fof'the child which result in staff assignments,' a 
schedule "of*activities, assignment of strategies, techniques, " or procedures to be tried, and the 
equipment and/or materials needed. iWis emphasized that this procedure be accomplished by a team 
effort, the team being comprised of those people who have worked with, or will be working with, the 
child. This would include family irtvolvement wherever possible. 

Evidence of or^going ''in^house" staffing, comprised of the same team members involved in Part III. 
This review ^the child's status, which would take placa^routinely-maybe every eighMveeks-or 
whenever special conditions indicate the need, may result in various recommendations, whh:h might 
include changes m personnel assignment, parent follow-through, increasing or restricting a6tivities> 
and changes in goals, objectives, and strategies, » • ^ 
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Program Summary Report 



I. Brief program Description Include under this section thd following. 

^A. Name and location of program. . 
B. Short description of program, including current personnel, facilities available for children, and status 
of parent-family involvement in program. . . 

II. Summary of Child Progress 

A. Strengths , - 

B. Constraints • . ^ ^ ' . 

Note: In this section the evidence of child growth as reflected from the various plans will provide the 
mput for some generalized impression. . ^ , 

- III. Prog/bm Recommendations • 

In this section^ recommendations would be made for personnel needs which would be strongly 
supported by the child ^fata available. Such recom^iendations may be for teacher and/or aides, or they 
may be for specialist involvement. A rationale should be developed which will show how these 
personnel requested will respond to individual child plans rather than attempting to justify such 
requests on the basis of some arbitrary standard'. ^ * 

TVt Inserxice and Consultation 

The implications for this area of recommendation are open-ended. Such recommenWatioHs may include 
the rather obvious need for staff inservice experience or consultation or a need for training physicians 
to enable thern to provide more communicable reports in their diagnostic team involvement. The 
^ important input is, as in all pcirts of the report, that such recommendations be supported by evidence 
from the child plans. 

V. 'Physical Space, Equipment, Materials " 

lo those ai*eas where^t^l^raiats exist in a given program due to a lack of these components, such 
recommendations shouFd show how th^ requested space, equipment, or materials* will be used to 
facilitate the chilcl's goals and objectives. 

VI. 'Other 

This obviously is a broad caFegory where recomtrtendations may serve to meet the individual needs of 
children in programs which were not cbvered in the preceding areas. Some of the things that come to 
mind iriclude (a) p^ed for equipment maintenance; (b) better nutrition for children and teachers; (c) 
expanded recreational facilities and/or oplportunities for children; and (d) miscellaneous/ 
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Legislation and Legal Action 

Frank J. Laski 

General Counsel , Massachusetts Department of Ment^ Health 



The purpose of this paper is to offer a descrip- 
tion of legislation and legal action as it relates to 
iiandicqjpped persons generally, with a view toward 
providing some legal perspective to those con- 
cerned with rights, protections, services, and pro- 
grams for tjie deaf-blind population in t^ United 
States. The task poses a dilemma. On the Me hand^ 
if we are to consider only those statutes, judicial 
rulings, and legal administrative .proc^se^ that 
spcQifically pertam to deaf-blind persons, the F^re- 
seiTtation would be refreshingly bnefrbnt totally 
mistading. On the other hand, if the task is one of 
surveying all aspects of the state law, federal law, 
and legal processes that rpay^ affect the lives gf 
'deaf-blind persons, the result would be an endless 
but equally useless treatise. Compounding the 
problem is the Tiuge *'future shock" factor acting 
on the legal rightk and responsibilities of handi- 
capped persons. Legal action by and on behalf oT 
handicapped persons in the 1970s is drastically 
changing relationships with these citizens. Cur- 
rently^ society is in the midst of a transition from 
the time when handicapped persons were content 
\to r^ly on special legislative and administrative 
'gratuities to a time when the guarantees of the.U.S. , 
Constitutipn as applied to all citizens througH the 
due process clause and equal protection clause of 
the Fourteenth Amendment will be fully extended 
to all handicapped citizens. , , 

Toward presenting an accurate picture o/ the^ 
state of the law as it now affects handicapped 
persons, this paper includes a ^description of the 
selected provisions of state apd federal law and an 
outline and prpjection ot majo^- trends in legal 
action, 'With an emphasis on those logal develop- 
*mehts that have the greatest potential for impact 
•on the deaf-blind population. Legislation and legal 



action in the following basic areas of human need 
will be dealt with: (1) education and training; (2) 
rehabUitation; (3) employment; (4) income secu- 
rity; (5) treatment, habilitation, and community 
services; (6) health care; and (7) mobility and 
transportation. Separate state statutes,- federal 
laws, and judicial decisions vAll be related to these 
' substantive areas to develop an overview pf ( 1 ) the 
. state of the law as it now applies to severely 
h^ndicrapped persons; and (2) the p6tential of 
existing laws and developing legal institutions "tor 
protect and .provide for 'deaf-blind persons^in the 
-years ahead. 
- Three ^reas of law of considerable importance to 
the 'disabled population of this country 4re*omitted 
from this paper because* they have Httle impact on 
the' deaf-blind population as a whole. These are (I) 
bnminal law; (2) workers' compensation law and 
other legaL provisions affecting wofkers who are 
. disabled as a result of work-related acci4ents; and 
(3) laws relating to military Benefits and protection 
Lfor disabled veterans. 

Before an examination of the seven^ subareas of 
• legislation and legal action noted above, it may be 
iielpCul to consider generally the nature of the )egal 
process and some overall trends in the development 
of legal rights of the handicapped. 

Traditionally, handicapped persons have not had 
_^c*s to legal and political -institutions and have 
made very^lifiited use of the legal" process. Ta 
understanji this isolation, one must have a view of 
the oveI^all legal process and sources of law. 

The legal process may be looked^ upon as a 
tripod, the thiee parts being the legislative process/ 
the judicial process, and the administrative process. » 
The interaction of these three components creates 
the Jegal framework both at the state level, to 
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define our rights and responsibilities as citizens ^^ '^ ^ 

particular jurisdiction, and at the federal level, to 

define our ri^ts and responsibilities as citizens of ^ 

the United ^States. A wide range of aiffer€nces 

exists iij the legal institutions of the 50 States. 

However, since the New Deal, the interrelation* 

ships between the federal and state legal systems 

are of paramount significance, and most aspects of ■ 

, law and the handicapped are affected by the state' 

legal \system and the federal legal system. For 

example, the most important class of legi^la'tion 

dealt with^in this paper is Tederal-statty'^rbgr^m 

legislation. With regard to fe'deral-stator urograms, 

bioth federal and state law together de^ite benefits. 

determine program availabihty, aga-'set provider 

accountability. Usually, authorizafion, purpose,'' 

mandatory rules, and policy ^are tjstablisheil in 

federal law. Ehgibility, st^te options, level of 

benefits, and other terms conditions are set 

« * 

forth in state law. / 

While the dynamic Interaction of the legislative, 
judicial, and administri^^ive legal processes is neces- 
sary to the development of a sound legal frame- 
work for handicapped citizens, advocates of the 
handicapped have Umited their involvement for the 
most part, to ''tinkering" with^ the legislative 
process. A(dvo<^'ates have worked with ftie U.S. 
Congress and state legislatures to achieve special- 
ized benefits_/- and exemptiorts for handicapped-, 
citizens. Thi^y have also worked with the Congress 
to make federal monies available. 

Without interpretation by courts and without 
enforc^ent through administrative processes, 
nrrany/legisiative measures became dead issues. In 
fact,Uvhen one examines the implementation of 
stati^tory provisions affecting the handicapped, he 
or.^she can readily discern two widely practiced 
nrtes of'construction that, until recently, have gone 
jUhch^lenged. First, general Jaws that are designed 
to provide be.nefits and protection to all citizens 
implicitly exclude handicapped persons. Second, 
mandatory , language in specialized legislation is 
something less than mandatory when applied to 
handicapped persons. 

Overarching* the legal system developed through 
legislative administrative process are the require- 
nients of the U'S. Constftution. Tlie handicapped 
person has the same basic rights as other citi^ns 
and m^y invoke the protection of the Constitution 
to secure due process of law, equal prote.ction of 
the laws, Vight to pnvacy, right to travel, right to • 
association, and religipus liberty. Legal theories of 
due process and eqbal piiotcct^n supporting judi- 
cial intervention to protect minority groups have 



considerable applicability to constitutiohal rights 
of handicapped persons, and the further develop- 
^ment of these rourteenth Atnendment principles is 
hkely to bl the major vehicle tJ^i^^hich handi- 
capped persons achieve theif appropriate status in^ 
sockty. 

mTius, the 'U.S. Constitution, ^ate constitutions, 
federal laws, federal and state rules and regulations,' 
federal court, action, and state court action all * 
contribute iia_yaripys,vvay5 make up the legal - 
framewerk that governs all citizens, Including 
deaf-blind citizens and other ^handicapped persons. 
In the following sections, consideration will be 
giveh to the influence of these legal mechanisms 
upon specific life activities of the handicapped/^ 

Eduction and Training 

The most striking and successful examples of the 
impact of legal action upon, the lives of handh » 
capped persons are found^in the area of education. 
Since May, 1^72, when a^three-judge federal court 
in Pennsylvania fi,E$t gave recognition to the con*-- 
cept of equal acce^ to educational opportunity for 
handicapped chilciren, courts and legislative bodies 
in almpst every st^e have reaffirmed the constitu- 
tional right qS all handicapped chfldren to a 
tax-supported andjappr^priate education regardless 
of^tlieir physiCalor mental disabilities. 

, The case of , Pennsylvania Association for 
'Ritmrded CMldre^ v. Commonwealth of Pehn^syl-^ 
vania challenged ^tate statutes that were based on 
the notjoj^ that pertain children were u»educable 
.•(343 f^upp.,279, 1972). The litigation resulted 
in a judicially approved consent decree that perma- 
nently enjoined Pennsylvania education officials 
and local school j^istricts from denyi ng or postp on- 
ing a free pUblic7^rogram of education and^ training 
to any of the Commonwealth's mentally retarded ^ 
children. 

A few months later a federal court in the case of- 
Mills w,£oard of Education of District of Columbia 
(348 F. Siipp. 866; 1972) extended the right to 
education- to, a class representing all handicapped 
children in the District of Columbia. The Mills 
plaintiffs were classified as brairt 'damaged, hyper- 
active, epileptic, mentally retarded, mentally 
retarded with orthopedic handicap, and, on. the 
basis of these labels, were excluded from District 
of Columbia educational programs. On behalf of all 
children who had been excluded or otherwise 
deprived of dccess to, publicly supported education, 
the plaintiffs challenged their exclusion and the 
procedures and practices by which District of 
Columbia educatidVi and social service officials 
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denied diildren publ|f education. Basing, its deci- 
sion on the dufi process and equal protection 
daises of the tJ.S. Constitution, the Mills court 
ordered that; 

No cKild eligible for a publicly suf^rted eQu.cation in 
the District of Columbia publicf schools skall be excluded 
from a re^lar public school assignment by a rule, 
policy, or practice of the Board of Education of the ' 
District of Columbia or its agents unless such ,child is 
provided (a) adequate aUernative educational services 
suited to the child's needs, which may include special 
education or tuition grants, and (b) a constitutionally 
adequate prioc hearing and periodic review of the child's 
status, progress, and the adequacy of any educational 
* alternative. (348 F. Supp. 866, 1972) 

The cases that followed Pennsylvania Associa- 
Jion for Retarded ^Children v. Commonwealth of 
Pennsylvania^ and Mills v. Board of ^d^ation 6f 
^District of Columbia not only established in many 
jurisdictions the right to education but also set 
forth constitutionalfinterpretations of due process 
and equal protection that have great applicability 
in terms of protection of handicapped persons in 
all- public humari service systems (teBanks v. 
Spears, '1973.). The constitutional doctrine has 
been best explained by Dimond. He writes* 

First, the unjustified exclusion of any child |^ni all 
public schooling denies to that child the equal protec- ' 
tion of the laws when the state makes the opportunity 
. freely available to- other children. Second, the operation 
of our unfair procedure in the stigmatization by public . 
authority of any person or the denial to him of any - 
public good denies the process .due each person, under 
the 14th Amendment. Such a stigmatization and denial 
is involved ui labeling children as exceptional, retarded, 
or handicapped and placing them in a special class, or 
excluding them from schooling entirely. These tjyo 
rights, equal protection and due process, nterge, toYorm 
the emerging constitutional right to an education which 
guarantees to every child a minimally adequate publicly 
supported Educational opportunity (Dimond, 1973). 

The above theory has been advanced to establish 
four major principles (Abeson, 1975): 

1. Zero reject education: Access to free public 
education must be provided for all regardless 
*of degree of exceptionality or fiscal irhpact on 
the school system. 

2. Normalized education: Education should be 
provided in the most normal setting consis- 
tent with the learning,needs of the individual. 
Thy resumption is made against segregation f 
anc^he preference is for the most intemte4 

• least restrictive environment possible. 

3- Apfjropriate education: Education must be 

^ *bas6d on an individualized program thaj is 



apJ>ropriate to tije needs of the -particular 
child and that is subject to periodic tevlew, • 
4. Due procflfes.in education: * With respect to 
placement, -re^ssigninent, or other change in 
tHe education program of their child, parents 
are entitled to advance notice of placement 
and reasons for placement; a hearing by an 
independent hearing -officer, including repre- 
'sentation by legal counsel or other allvocate; a 
record^ of the hearirtg; the opporturtity to 
inspect records; the opp&rtunity to present* 
evidence ;^nd presentation of an appeal. 

Other cases relating to the right to education for 
handicapped children have successfully ^^ttacked 
the- use of culturally biased intelligence tests and 
^ther 'evaluation and testing procedures that* 
adversely affect minority groups and. result' in 
inappropriate placement {Larry P. w. Miles, 1972). 
• Aside from ^he direct consequences of provijjing 
access to a great number of childjpn previously 
excluded from education, the most significant 
• aspect of the right-to-education htigation has been 
its impact on the legislative process. tPrior to 
Pennsylvania Association for Retarded Children, 
state special education law^ allowed for exclusion 
of certain classes of handicapped children who- 
were deemed unable to profit' from^ school 6r who 
were otherwise* "un^ucable." States with manda- 
tory special education laws failed to implement 
them* or to encourage school districts to end 
policies of exclusion (Ross, 1972). • 

After Pennsylvania Association for Retarded,. 
Mills, and other cases, different approaches became 
evident not only in legislative language but also in 
seriousness of purpose in knplementing mandatory 
education. 'Massachusetts, ror example, scrapped its 
many categorical special education program^ and, 
in 1972, enacted a comprehensive special educa- 
tion jaw that incorporated the zero reject princi- 
ples and due process rights enunciated in the 
federal court *cases (Hache, 197,5). Litigation also 
speeded action at the federal levelj 

The influence of right-to-education litigation in 
refop'ming federal legislation and policy is reflected 
^ in the Education of the Handicapped Act, (PL 
93-380, 88 Stat., 484) of 1974, which amended 
the Elementary and Secondary Education Act of 
1965. The House Committee on Education and 
Labor in reporting tbe amendments noted that: 

IR recent years federal and skate courts . . . have been 
increasmgly upholding the principle that these (handi- 
capped) children are' legally ind morally entitled to a 
free appropriate publiC'educawpn. It is to this end that 
this amendment is addressed for it establishes for the 
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first time in federal policy that handica|>ped children are 
• entitled to alfree^ public education (House Report* 
. *93-805,1974y. J ^ 

The amendments,, as enacted, incorp^ted the 
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major principles of the right to educaflon cases, 
and, through new state plan .requirements, ti6d 
federal funding for special education to state 
'Compliance with, due process, zero reject, main- 
streaming, and nondiscriminatory testing princi- 
ples. Specifically, Section 613(a) of the Education 
of thd Handicapped Act requires states to: 

Estabhsh a gcf^l ,of providing full educational opportu- 
nities to all Ijandicapped children . . . provides proce- 
dures for ensuring that handicapped childre/f and their 



education regardless of the degree of the child's mental, • 
physic^ or emotional disability or impairment. Further- 
~, more, defendants shall .not exclude any c^ild resident in 
the District of ^blumbi^ f|pni such publicly supported 
education on tlW bisis of a claim of insufficienf, 
resources (348 F. Supp. 866, 1972) 

The implementation of ri^t-to-education hiws 
for severely handicapped children will have ramifi- 
cations for programs that heretofore may have 
leen recognized as having educational components 
T)ut were not considered the responsit^y of 
education authorities* First, existina laws and 
' emerging' legal theory allow the parent to claim 
educational services not just for the years* of 



parents or, gilardians are guaranteed procedural ^SfC^ mandatory schooling Jbut at least up fo.tge 



f guards in decisions^ regarding identifrcation, evaluation 
and educational placement 6|ii a ndi capped children . , . 
procedures to ensuse that, to the maximum extent 
appropriate, handicapped children, including children in^ 
public or private institutions or other care facilities, are * 
educated with children who are not handicapped, and 
that special classes, separate schooling, or other removal 
of handicapped children from the regufer education 
environment occurs only when the nature or severity of < 
the handicap is suchUhat education in regular classes 
•with the use of supplementary aids and services cannot 
be achieved satisfactorily; and procedures to ensure that, 
testing and evaluation materials and procedures^utiHzed 
for the purposes classification and placement o( 
handicapped children Will be selectad and administered 
so as not to be racially^or culturally disc n minatory (PL - 
93-38D). 

While the 1974 amendments t© the Elementary 
and Secondary Education Act clearly set federal 
policy and made available substantial federal 
resources as financial incentives to' ensure equal 
educational opportunity, the responsibility •^for 
providing education to all cliildren rests with state 
and local school authorities. One should keep in 
.mind that evenTn areas in which the federal role 
has included direct support and sponsorship, such 
. a»^ model centers for deaf-blind children, federal 
^programs specialized or otherwise do not suf^lant 
state and local responsibility but merely provide 
one vehicle that may tee used to ensure a child's 
right to education. 

Furthermore, although federal funds may have a 
great influeiipe on the quality of s;^ate programs, 
the existence of federal funding is not a legal sine 
qua non for. adequate programs for* handicapped 
children. The statement of the Mills court concern- 
ing the responsibility of the District of Columbia is 
applicable' to each and every state* 

The District of Columbia shall provide to each child of 
sphool age a free and suitable publicly supported 



twenty-one. Second, the courts have univer^ly 
accepted a 4pfimtion of education that ^com- 
passes the continuing process of developing life 
skills needed for coping effectively with devel- 
opmental tasks and demands as well as with 
enyironmental tasks and demands (Testimonji of 
Ignacy Goldberg, 1971). This formulation breaks 
down the distinctions between education and 
training as they have been applied to exclude 
prescHoolprs as well as adqlesgents^and adults'from 
the educational system. Especially important to 
deaf-blind children and other multihandicapped 
persons is that, skills bf daily living, such as 
toileting, dressing, feeding, p^rsolal grooming, and 
housekeeping and training in mobility and com- 
munication, afre all Appropriate, concerns oFedu- 
cation. C 

A broad definition of education also opens^up 
the possibility of compensatory education and 
'higher education for Jiandicapped adults. While the 
cases to date- for the most part have involved 
elementary school education, other levels of educa- 
tion such as vocational school, college, adult 
education, and professional education are also 
equally important. Until recent amendments to the 
Higher, Education Act, the only higher education 
legislation that explicitly recognized the needs of 
handicflppai^persons was the Vocational Education 
Act. This aJ^^hjch authorizes federal assistance 
to ensure that all persons have access to vocational 
training geared to ^employment opportunity in 
their' locality, requires some priority for the handi- 
capped. Congress earmarked 10 percent of the 
federa^ vocational education allotment for^ pro- 
grams serving the handicapped (20 USCA, 1962 
[a] (4] [b] ). However, despite legislative priority, 
a re£.ent evaluation of the vocational education 
program by th^ General Accounting Office 
revealed that most states and localities fail to 
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provide specift services for handicapped students. 
Fn many states over the past few years, expendi- 
tures for handicapped students declined, enroU- 
_ ^ments declined, and local matching funds for 
prpgraiAs for the haridicapfJed became imavailable. 
Toward rentedying the situation, serious considera- 
. tion is beiitg given to^gislative amtJfidm'ents to 
increase' the p«rcentag^of federal set-aside rnonies 
for the handicapped and stronger requirements to 
guarantee state artd local comrnitment to programs 
for -the hajjdicapped. Althcmgh stronger federal 
legislatipq^n such areas as vocational education; 
adult ^education, and higher education is necessary, 
it is important to recognize that in these areas, just 
as in elementary education, the principle of equal 
protection applies. Where the state has undertaken 
to provide a certain level of education, the right js 
one that myst be made available to all on equal 
term^. • 

As htigation contir^ues with r^gpect to tjip needs 
of severely handicapped children, it is likely that 
ithe purposes of education and consequently the 
\egal responsibility' of educatofs will be defined to 
dprrespond to current federal program purposes for 
, deaf-blind children, to wit: the bringing to bear 
^ upon severely handicapped^ children as early ^as, 
" possible in life s*peciaHzed professionat and allied 
services to achieve fulf potential for communica-- 
tion with an adjustment to the world in which they 
Uve. 

' The legal framework now governing the educa* 
tion of handicapped c'hildrerr^can be utilized to 
make availaBle' a wide range of serviced for 'dcaf- 
blind and other severely handicapped children. In 
addition, the legal precedents established in the 
' area of education fbr deaf-blind children can Jbe 
< "advanced to secure similar entitlemenV^or. deaf- 
blind adults, especially in the aj-ea of vocational 
services. , . . * » 

Rehabait^ion-Vocatiohal Training 

While litigation has been the predominant 
vehicle for legai change in ifeducation, legislative 
action has been the moving force in reform of the 
reha^itation system. The vocational rehabihtation 
program is the oldest cooperative federal-state 
. program providing assistance to handicapped per- 
sons. Over the .past 50 years,, the program has b^en 

' chartcterized by growthf and* expansion. Major 
amendments to the Vocational' Education Act iit 
1954' and 1968 expanded federal financial support, 
target popukatlfh, and scope of services. The 

'"RehabilUation Act oM973 (PL 93-112, 87-Stat., 
394) continued this growth pattern by legislating a 



pridrity for the "most severely handicapped" in 
the provision of vocatimial rehabilitation services 
and adding a new dimension to rehabilitation-due 
process for rehabilitation clients, V ' 

. in the area of legal rights of the hamiicapped, 
the Rehabilitation Act taTcen as aVwhole has the- 

/potential of being the most impoi-tant^ piece of. 
legislation affecting* the handica{)ped ever enacted 
Sy- the U.S. Congress. Its inijlortance derives ipt 
only from the changes 'it makes inahe rehabilita- 
tion programs but^dso from the civil rights clauses, 
employment discrimination sections, and architec- 
tural barriers enforce^nent provisions that apply, to' 
all handicapped children ancj^dults whether or npt 
they become Rehabilitation cliertts. 

The basic vocational rehabilitatibn pro^m 
m^kes available a wide spectrun\ of services to 
disabled clients who have a substantial hahdicap to ; 
employment and 'who may reaso|iably ejfpect to 
h^'nefit from services in tgpns of employability. The 
vocational focus has al^ys been t!ie Jiallm^ of 
the rehabilitation program. Ho\yever, in fRent 

.years the concept of employability has been 
broadened, and tfe Congress has made moves'to 
reduce the emphasis on gj^nful empldyn^ent and 
vocational goals. A key element of the program is 

' the vocational Rehabilitation counselor, w^o 2^ as 
a counselor-broker /or the disabled person. He .or 
she verifies eligibility^ on the basis of t finding of 
physical or mental disability, assists in planning the 
individualized program for the client,^ and acts as . 
broker to purchase and arrange services necessary 

^ to carry out the pro-am. Under the law the 
counsel(tr Can -tap a wide'array of services, includ- 
ing phyacal and mental restoratioj;i services; voea-; 
tional and oth^r training ^rvicesf placement and 
postemployment services; counseling and guidance 
services; telecoinmunications services; sensory and 
other technological aids and devices;, interpreter ' 
services for thfe deaf; reader services, orientation, 
and mobility services for the blih^J; and any other* 
goods and services "which can'- reasonably be 
expected to benefit a handicapped person in terms 
of his empl6yability'' (29 USCA, Section 723). 

As one can see, the client through his or her* 
counselor can obtain all necessary services, whether 
they be medical or m6dica(lly related ^s^4ces, socjial 
^rvices, ^or education and|^^ining~^rvices, to 
complete his or her rehabilitation program. This 
flexibility, while necessa!fy to develop a program to 
fit the needs of the client, does allow for the 
exercise bf a great deal of power and discretion by 
the counselor in arranging services and carrying out 
multiple tasks^ that many disabled persons could 
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noi acconiplish^de{)endently^This power plus* the \ . Amendments 6^^ 1974) establishes rehabilitation as] 
dlscretionary^ature of thV^Hgibiiity dft^hnina- ^ " ^^fh ehtitlepient by providing the legal framework 
ti5n .process and its potential for abuse '|ed tp .Tor .a contractual ba^sis for the provision of rfehabili- ^ 
d€fmands by disabled persons for .rpare <;lieat ' ' W*ori'servicest . ^ ^ \ * 

participation in progranis and. more Qourtseloi* iand - ^ . Icjeas of client contracts Yor services apd client 
st^te agency accountability. Congr^sC resppijded participation in program planning raise gomptex 
•with Section 102 of .the RehabiHtati^. -^^t bf^^^ . ^t^gal ^nd-4^olicY questions wUen applie^i td deaf- 
1973, which ^not '^only brings due "prcyc«^\|b^ //-f b'inrf 

rehabilitation but also may.h^ve the potential for and ^pro^dders may fiot pe abie to communicate 
changing -the nature of the entrtlerrient. to rehabili- , readilj^. ihose questions arise not only with regard 
tation'seryices fgl- the most severely disayed; * - to rehabilitation but also with r^p^ct ^to educa- 



Section 102 provides for the meqhanism most 
essential to due process in any service-delivery 
settirjg^ifie individualized plan. It requipes that the 
^ counselor and client develop jointly anlndivLdual- 
ized, written rehabilitation program tHat includes 
the term?, conditions, rights, and remedies for 
provision of services. Essential elerhents qt the 
written program are long-range ai]d intermediate 



tion, emplp>fHent, and other areas in^which'due 
proceVs beccJmes an mtegral part of program^s for 
the handicapped. The issue^of client advocacy and 
client ref)resentation will be addressed later in this 
p^^per. Suffice to say that in rehabilitation, client 
assistance*-/ ad^oc^cy, ,and legal representation ^rc 
j?einjg advanced 'through a series of special clieiy 
assistance projects Jn which 'are being explored 



rehabilitation goals, statement of specific services ^various ways to ensure that independent advoGat^es 
to be provided, timehnes for provision of^ervices, ^j^re available to help clients exercise their rights and 

^^available^To assist them in negotiating the voca- 



objective criteria and processes for program evalua- 
tion, and notice of availability of client-assistance 
projects. TKe'law also sete forth requirements. for 

' annual review and modfrtfcation the client 
program, specifies procedural guidelines fontfernri- 
natingfcservice, and fstablishe^a stric;t standard foe 
finding irieligibility-for service (29, USC A,' Section 
722), - : ^ . ■ 

Any, decision on termination of a disablefd client 
must be made^'only with full participation of the 
client and his or ber parent or guardian; and the 
rationale forthe decision must fc^ recorded in the 
written plan, with a certifiaation tHaWhe provisioTi 

• of services has demonstrated beyond a reasonable 
doubt that the individual is not capable of achiev- 
ing a vocational goal, such decision ancf certifica- 
tion Being subject to annual review, with full 
consultation and participatfon by th& client (29 
USCA,. Section 722(c)). These and other proce- 
dural rights, when coupled with other legal require- 
nients concerning the order of selection for services 
and the mandated priority to serve the most 
severely handicapped individuals, give to multi- 
handicapped individuals wl]j) may require long- 
term services to realize their ;^ocational potential 
new opportunities ta access the services that they 
need through exercising their, rights under thq 

t federal-state rehabilitation program. The legal 
rights embodife'd in the individualized program 

*provisic)ns cannot be underestimated. The law now' 
irnposes a new degree of accountability for coun- 
selor ^action and agency decisions. In fact, it may 
be persuasively argued th^t the Rehabilitation Act 
of 1973 (as amended by the Rehabilitation 



tio%al rehabilitatioff service system. ' 

/The devetopmervt' of new client-aSvocate- 
counselor-prc^vider relationships will, to a large 
^extent, influence the^degree to whidh legal rights 
and entitlements are actually realizec^ by 'disabled 
persons who need rehabilitation' services. ^ . 

In addition to reforms^ in the basic federal-state 
rehabilitation programs, the Rehabilitation Act of 
1973 contains a number of provisions,' in titles IV 
and' V of the act, that -give handicapped- persons* 
ancf t'heir advocates* new m^thanisms ta asserl 
rights" to employment and access to transpprtation. 
and miblic buildi^igs. The most far-reaching provi- 
sion is the civil rights claus^of th'e act'(Sectfon 
504) which includes the following: ■ . 

No otherwise quahft^d- handicapped individual in the 
^ Urtited Stites . . shall, solely by reason of this handi- 
cap, exckidedYrom the participation in, be denied the 
benefits -of^^ or be. subjected to discrimination under any 
program or activity receivingfederAl financial assistance. , 

The Janguage and legislative histdry'^of ^he ' 
RehabiUlktion Act of 1973 make clear lhat the 
foregoing section was patterned after Section 601 
of the Civil Rights Act of 1964,, which prohibits 

v«discriminat1on oi\ the basis 'of race, colot, or 
national ^Sngin, and Section 901 of the Education 
-Amendments of 1972, which relate to sex'discrimi- 
nation. sJttion 504 of the amendments esta.blishes 
the federal policy that all programs receiving 

* federal financial assistance shall be operated with* 
out discrimination on the basis of handicap., As 
indicated by a report of the Senate Committe^e on^ 
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Labor *and Public Welfare, Section SO^^was 
intended^ to" protect all' handfcapped persons in * 
relation to federal assistance in^emplpyment, hous-' 
, jng/ transportation, health services, ^and other 
. fedferally aided progranis. Among the examples, of 
protected persons, the committee cited: 

... physically^ or mentally handicapped childfen who 
may be denied admission to federally-supported school * 
* • systems on th.e basis of their handicap, handicapped 
^ persons who may be denied admission to federally- 

• * assisted nursing homes on the basis of th^ir handicap. 

those persons whose handicap is so severe that employ- 
' * • ment is not- feasible Wut wh6 mSy he denied the benefits ,4& 
of a whole range of federal programs: and tho^e persons 
whose vocational rehabihta^ion is^cojnplete -but who 
may -nevertheless* be. discriminated against, m certain 
fedet^ly -assisted activities (Senate Rep^ No^l 139). ' * 

Clearly, all deaf-blind p6r^ns/1n pursuing many 
hfe activities and in relatin^^^ service pt-ovid^rs, 
will able to involve the proteciion.of Section ' 
504. ' 
' The Office ofXiyil Rights pC th?^ U.S. Depart- 
" ment qf Health, Education, and^Welfare tind other ' 
federal agencies are now working on the implemen- ^ 
; tation and -enforcement of ^Section 504. Congress ^ 
. - 'intends a compliance program that is similar to 
' those* develope(J for racial and sex discrimination, 

• including where necessary Jhe. imposition of ^anc- 

\ tions/sucli'-a^ tl|e termination of federal financial ^ 
assistance, againsf those who discriminate agairtst 
deaf-blind^ and othtr handicapped persons. While 
■ the ^withholding of federal moijies from school 
V syste^n's, housing authorities, and other pubhc and 
nonprofit entities ^hould'stiijiulaTte the^uick devel- 
opment of nondiscriminatory practices, the handi- 
% cappedr need not rely "on federal enforcement to 

secure rights under /Section 504V On the basis of ^ 
experience under the Civil Rights Act of 1964, the 
proliibition against discWmination on- the basis of 
handicap may 'be enforced througH fedetaf court 
action on behalf of individual handicapped persons ■ 
who have^been subject to unlawful discrimination. 
Court actions based on Section 504 li^ve already - 
.been brou^'t to secure rights in education {N^th 
Carolina Assodation for Retarded Children v.- 
kortft CaroliHii: 1972)\and in transportation (Dis- 
^ ..abled in^A^h v Hugiies. et dl, 1974), and the 
argument that* Section. 504 gives handicapped 
persons standing to brirtg suit to enjoin discrimina-; 
tion*has muc^l support in past federal court rulinj^s. 
For ex^mii^, in granting a private right of action 
' ' ^ under Section 60 T of the Civil Rights Act, the U.S, 
'Courts of Appeals fomhe Fifth Circuifconcludcd.- 

-vT^e section rs a,»prohibition, nbt -an admonition. In the 
absencf of a progedure through which the individuals 



protected by Sectioii ^Ol's prohibition *may assert their 
rights under it, violations of tlie law are cognizable *hy 
the courts. The Bossier Parish School Board accepted 
vfeUejral financial assistance in November, 1964, and 
, thereby brought its school system within the clas^ of » 
programs/subject to^he Sectipn 601 jitphibition ag^nst • 
discrimination. The Negro schgol children, as benefit 
cianes of the Act, have standing to assert t he ii' section* 
•601 rights {Lemdn v. Bossier Parish School Board, 
. 1971). ' • 

Th© analogy is sound. Simply substitute Section 
> 504 for Sectioij 601 and handicapped persons for 
Nf^ro school children and the potential for legal 
action of the same m^gm^llfkJt^ taken place on 
behalf of o^;\^i^m)p((i^KBB evident, 
with ffegard to handicappec^ersDns. 

s EmpIoyYn^'nt . ^ *^ 

' Expansion of vocational reha^JiIit,ation prpgrams ♦ 
*^nd' improved educatfenal opporfunities are both. . 

•essential to^ the achievement of equal e^mployijien-t' 
opportunity fofikhandicapped persons. Just as 
essential, however* is the legahframework'^that • 

.governs the 'employment relatioi]^hips oT handi-^ 
capped persons. ^ • ^ 

Smith (1974) has outlined the range of voca-A 
tional potential for deaT-blind persons (which 
could be applied also to other severely handi- 
capped persons) as being from highly supervised, - t 

-nonproductive -sheltered work to advanced skill- .j 
trades and professi£)nal employment. Jhe present 

•legal framework deals in some respects with this 
entire'speGtnim of vocational effort of Ijandicapped 
persons. Three major types of\l,aws are relevant: 

1. Laws, that Secure equal -access and opportu- 
hity for handicapped persons ia the competi- 
tive labof^arket ^ ' * 

2. Laws tha-t provide some protection for handi- 
capped workers through supported or subsi- 
dized work OP through Jegal incentives to hire 

; handicapped persons 

"3. Laws that regulate noncompetitwe employ- 
ment and work activities a^i^andicapped 
persons in shelteredsettings 

, Some laws that deal wit^ the- employment 
relationship serve more than^one of the purposes 
mentioned above. However, a close examination of 
the laws indicates a preoccupation with access to 
the competitive labor •market and retention of 
gainful employment and much less concern for 
.those .citizens whgse disability m^y preclude corfh. 
petitive employment.. . 

The major focus of legqrl action by, minority 
groups excluded from ^the labor market has been • 
pn enactment and e^forcement^of tlie antidiscrimi- 



natiprf statutes at the state and f^d.^al level. Since 
the cios^ Sf World JiVar 41, most states have enacted 
.* fair employment practices acts to prohibit discrimi- 

* nation on th-e basis of race; cre^d* national origin; 
^nd, more- recently, sex and age. The^^nactment of 
the Civil Rights Act of L964 und'the creation of , 
the Ec^l Employment Opportunities Commission 

at the re.deral level gave a fereat deal of impetus to ' 
jBpal'employmf nt opportunity at all, levels. During 
^Re' last few years many states have^extended the 
•/coverage oY their fair employment Jaws to the 
physically and mestally handicapped (Employ- 
ment 'Rigtj^ts df the Handicapped,- 1974). Typically, 
' fhese statutes make it unlawful for any employer . 

♦ to reftis^ to hire, or to discriminate against an 
' . employee or job applicant on the basis of disability 

if the disabled person is oth^wise qualified 
(Nevada Fair Employment Practices Act, 1973): 

Discriminatory practices are tlefined in various 
ways' under the different state fair employment 
practices laws. One method derived from Title VII 

• \ of the Civri Rights Act is the use of language ''bona 

fide occupational qualification" (BFOQ) to estab- 
} lish exceptions to what would -other^Visq^^be a 
discriminatory' practice. The meaning of BFOQ is 
•well defined under the federal law with respect .t(?* 
religion, sex, and national 9rigin. For exarpple, it is 
, permissible to hire only i)^t members of a partigu- 
laf religion to serve as minister, but it is impermis- 
' sible- to hire only women as airline flight'atten- 
da/its.* The BFOQ exception with 'respect to- the 
handicapped, however, is not well defmed, and 
there is little case or^ administrative law that 
' provides an interpretation. Good hearing may be a 
. BFOQ for certain, jobs such as a telephone operator 
or policeman, biit it would not be a BFOQ for 
otljier positionfsuch as a postal worker oraccoun- . 
tant. Similarly, other disabilities such as blindness, 
rpental' retardation, paraplegia, and quadriplegia 
may or*'may not affect BFOQs. Pevelopment* of 
criteria for bona fide .occupational qualifications 
shotild be based on the demonstrated ability of 
handicapped persons to perfdrni a wide variety of 
jobs in various vvork settings in public employment 
and private industry. One example of employment 
performance is found in the r£cor<l of severely 
handicapped persons in fedeTal Service, Since 1964, 
over 3,000 persons have beeutmployed through ; 
the United States: Civil Setfi^e Commission's spe- 
cial appointing authority for job applicants With 
seyere'-'physical handicaps, Han'dicagped persarR"'" 
have been employe^d by over 30 agencies in all the- 
' 50 states. Employees ' include blind- computer . 
operators and carpenters' helpers; paraplegic^Taaio^^ 
repairpersons and clerk typists, deaf postpersons 



and taxpayer representatives; alid persons- repre- 

' sen ting nearly 200 additional job titles. During the 
first eight years of the program, the severely 
handicapped employees compiled excellent Work 
recor^is, with less than 1 percent of all appointees 

^terminated for cause or other involuntary reason 
(U.S. Civil Service Commission, 1973). 

To date, only a small number of cases have been 
brought by handicapped persons under fair 
employrrtent practices acts. However, evidence of 
effective enforcement does exist in some 'states. 
For example, in Connecticut a complaint was filed 
lander that state's fair employment practices law by 
an individual who was^ confined to a wheelchair 
and denied a job as a packer in an industrial plant. 
The job consfc^d of taking mufflef clamps from a 
bin, putting them into a small box, tapifig the box, 
putting the small box into a larger box, taping the 
larger box, and then putting it onto a ski^l: Most of 
the job could be performed while seated, and the 
coipplainant felt that he could perforin the required * 
^tasks. After an jnvestigation by the Connecticut 
Commi^on of Human Rights artd Opportunities, 
the employer capitulated and agreed to hire the 
complainant, p^y i)ack wages, ana accoromedate 

. him by lowering a tape machine and moving a skid 
(Walther, 19;4). 

Those Jegal |)rovi$ions that require employers to 
take affirmative action tVhir^ifd promotje minor- 
ity groups, including the hanmcapped, are. a step 
beyond 'antidiscrimination laws. An example is 
Section 503 of tbe Rehabilitation Act of 1973, 
which requires federal contractors with public 
contract^ in jexcess of*S2,500'to take affirmative 
action to employ and^ advance in employment 
qualified" handicapped individuals i29'USCA, Sec- 
tion 793). Tl]e United Spates Department of Labor v 
has' promulgated regulations. that' prohibiL<}jscrimi- 
natory, practices in employment of handicapped/^ 
persons -and that set forth the affirpa,tive action 
clauses ^quired in federal_ cm) traces (39 Fed. Regi 
1974). (Airrent enforce^nent efforis seem to focus 
on active recruitment^ advertising of policies of 
nondiscrimination, and attempts" to eliminate nega- 
tive a-ttitudes oi employers and employees. How- 
ever, the reach of affirmative action could easilj^ 
^extend to modificationof^e -work setting, provi- 
sion of additional cJyfmoiimQatiefn modes, and 

^restructuring of job tasks for handicapped persons 
or ey«n e^ablishment of goals for the employment 
of severely handicapped persons. 

One should note that the procedures tha^'t are 
being developed ^nider affirmative action Itjgisla- 
tion may not omy supplement but, also may 
quickly supplant' the traditional special placement 
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approaches such, as those .authorized by the 
Employment Services Act (29 USCA, Section 49). 
y/these 'approaches, which, emphasized employee 
counseling and employer acceptance rather than 
employee preference and employer compliance, 
have proven to be markedly ineffective since the 
crealioa of the federally supported, st^te-operated 
enipl(^pent security system in the 1930s. 

Qespite the potential of provisions designed to 
ensure equal en|ptbymerit? opportunity, a nee^ 
eiciit^ for le^I faechanilrfs : to establish specif 
preferences tor llcindicappaii persons and to forni 
* the legal foundation for a broad range of supported 
work, Jncluding sheltered work activities. The 
current legal provisions that deal with these issuer 
for the severely* disabled population authorize 
small categorical »programs. In comparison with the 
quota provisions, direct subsidies, and other incen- 
tives -that are provided in European nations, pro- 
grams in the U.S. are'quite limited in scope. 

Two acts that provide for categorical, support 
work programs are the Randolph-Sheppa^d Act (20 
USC^ection'lO?) and the Wagritr O'Day Act (41 
use. Section 46). The former establishes a prefer- 
ence *for blind persons in the operation of vending 
- stands in federal buildings. The purposes of the act 
are to provide* remunerative employment to blind 
persons and1:o enlarge economic opportunities for 
the blind. Approximately 3,500 blind persons 
participate, with art average net in^me of about 
S7,000 in 1972. White the objective of the act is 
self-suppOrt'fot those^blind persons, the resQ^ation 
of the" federal vending stand market to a single 
disability group clearly establishes the noncompeti- 
tive nature of the employment. 

In enacting recent americfmerits to the 
Randolph-Sheppard Act, the 'Congress made a 
number of findings, including (1)^ failure in the 
development aspect of the progranff; (2) potential 
to double the number ofrlicenses for the blind 
within five years; and (3) a need for uniform 
. * treatment of blind vendors, establishment of guide- 
lines for operation of state programs, and adminis- 
trative and Judicial procedures to ensure fair 
treatment of vendors (Randolph-Sheppard Act 
Amendments, 1974). * . 

The Wagner O'Day Act, which was' originally 
passed in. 1938, also established supported wdrk 
for blind' 'persons by creating a mechanism oy 
which sale of certain designated commodities and 
^rvices to the . federal government would Ijje 
reserved for the blind. In 1^2 the act was 
amended to cover not^niy the blind but also other 
individuals who have physical or mental disabilities 



'that are of such a nature as to prevent them from 
engaging in competitive employment (USC, Sec- 
tion 48(b)). Thus, workshops for cerebral palsied 
pi^spns, mentally retarded persons, and .others may 
now. receive support through preferential federal 
contracts. ' ' 

, ^A more normalized approach to federal support 
f^r employment of the type fostered by^ the. 
Randolph-Sheppard Act and the Wagner O'Day 
Act is exemplified by recent amendments to the 
i Small Busmess Act, which authorize provision of 
' ferig-term, credit and equity capital and others- 
assistance to handicapped individuals or organiza- 
tions assisAig such individuals in obtaining financ- 
ing in connection xyith purchase of a small business 
conceYn ( 1 5 USCA, Section 636(h)). 
' Except for some minor preferences in civil 
service employment (counterpart vending stand 
legislation^ ,flegal provisions for supported work at 
the state lev«l are r^re. .The recently enacted 
employment program in Massachusetts is an ex'cep- 
tion to the rule of the state legislative vacuum in 
^ this i^ue (Mass. Gen. Laws, 1973). 
' In terms of noncompetitive employment for 
handicapped pefsons, the current legal structure 
relies heavily- on regulation and adjustment of wage 
levels for handicapped persons. Both the federal 
Fail Labor Standards Act (FLSA) and its state 
counterpart provide for the employment of handi- 
capped workers at wages lower than the minimurh 
-wage. The FLSA sets a floor of 50 percent^of the 

* minimum wage and provides that wages paid shall 
be commensurate with wages, paid to nonhandi- 

, capped workers for essentially the same type, 

- quality, and quantity of work. The Secretary of^ 
Labor, however, may issvie special certificates for" 
employment at wages that are less than 50 percent 
of the minimum wage and that are in proportion to 
the worker's productivity, vC'here . the work is 
inciderttal to a training or evaluation program 

: (FLSTA, 29 USCA, Section 214). 

The Secretary o{ LaSor is -also authorized tp 
establish social rates of compensation for handi- 
capped workers who are employed in work activity 
centers that are designed exclmsively for workers 
whose physical' or mental handicap is so severe as 
to make their productive capacity inconsequential., 

The^spetlalized provisions in the nUnimum wage 
law not only serve the purpose overeating employ- 
mirtTI\ oppjortunities for handicapped persons but 
also prevent exploitation of handicapped persons 
by regulating conditions for exceptions to the 
minimum wage. In the case of Souderw. Brennan 
1362 F. Supp.; 1973) the federal district court 



f • 

declared that the FLSA is applioable tp patient and 
resident workers in state hospitals and institutions 
for the mentally ill and mentally retarded. The 
.defendant Secretary of Labor vv^as ordered to 
initiat^enforcement activiti^ to halt peonage 
practi^Rthat were and are yet prevalent in large 
' residennal institution^. • 

Recently, the Department of Labor has prom- 
ulgated regulations that -provide for payment of 
less than the minimum wage onjy in limiled 
situations (e.g., training and evaluation) ^^nd t 
extend td patient-laborers many of the sa 
safeguards available to sheltered workshop clients. 
(40 Fed. Reg. ,1975). 

A number of actions are now pending in federal^ 
and state courts concerning J^e imolem^litation of " 
the minimum wa^e provisions and tlTfe paynient of 
back wages ancftamages to patient-laborers {Jort- 
burgy:US Department of i^bor. 1974). 
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Income Seetirity 

Mmimum levels of -income^secifrity for the 
financially' needy h^e, jDver the, last few decades, 
been provided undenTlie public assistance titles^of 
the Social Secunty Act (42 USC, sections 
401-410). These titles established programs and 
'grants from the federal government to the stales. 
States maintained responsibility for operating pro- 
gram? for the aged, the blind, the disabled,^and the 
dependent children under minimal federal stan- 
dards. Each state s^ eligibility requirements and 
1 of.payrfient. The only major exception to this 
ttefn prior, to 1972 was the Qhildhood and 
worker disability provision under Title lljjrf the 
Social Security Act (42 USC, Section 202(d)). As 
part of the social security system's objective to 
provide insurance coverage for recuction o.^ -^ 
worker's income due to disability, ►dfeath, -or retire- 
ment, the Congress in 19§7 a>rfn5rized benefit , 
payments to adult disabled children.' llnder the 
childhood disability provisions, a disabled person 
eighteen oi older who has beeflf disabled prior to 
his or her twenty-se(5ond^ birthday and who is the 
child of a, retired, deceased, or disabled worker may 
receive monthly social se^:urity pa>%ii^jitS. While 
this program actually affected few handicapped 
children and the benefit payments wer^ small, the. 
Title II program served in many >vaysas the modef 
for the** feoeralizatioh of three public assistance 
titles under the Supplementary Security Income 
program (SSI), which became effective in January, 
1974 (PL 92-603). > ^ ' r 

The new combined** Supplementary Security 
Income program providing aid to the aged, blind, 



and disabled is important to handicapped persons 
in a number of respects, thirst, it eliminates the age 
• restriction contained in the former Aid to the 
JWind and Aid tp Disabled programs, which for the 
X most part did not aid persons under eighteen years 
^ ^KiL^e. By allowing a Windsor otherwise disabled 
\ child to quaUfy for payments on his or her own, 
the program recognizes the increased cost of raising 
^ a handicapped child and enhances the abiUty of the 
low income family to maintain the child at home. 

Second, the SSI program provides a definition of 
disability that is similar to the Title II' definition 
and that qan be applied uniformly in all states in 
' disability determination (42 USCA, Section 1614). 
In« the same manner, federaUzation allows for 
uniformity in other aspects of eligibility and will 
eliminate many state policies that discriminate 
against families with handicapped members.. For 
example, parental responsibility for adult handi- 
capped children was formerly rel^Uired in many 
states but is now eliminated. . 

Third, and perhaps most importantly, eligibility 
ifor SSI tied the disabled prison into eligibility for 
a variety of health and Social services. For example, 
medical c^re under Title XIX of the Social Security 
Act, social services, and vocational r^ljabihtation 
^rvices are 100 percent reimbur^sed by the federal 
^vernment. . 

The SSI program is new, ^nd a number of 
' adjustnients in pplicy and administration must be 
niade. Legal^ action by disabled persons] and their 
|dvocates will probably folloM^ the litigation pat- 
terns that wft'e most commonNmder the old social 
security programs. However, federalization has 
eliminated many of the inequities in payment level 
and eligibility requirements that exited in the old 
state-run programs. With minor modifications the 
systerrf of income security for blind and severely 
disabled children and adults can. be expected to 
provide much needed support in the areas of 
necessities of daily living; ^ 

The only ofher federal provision thit directly 
affects income payments to disabled persons it that 
section of the Internal Revenue Code.that'^llows 
for an ' additional, tax exemption fof ^ blind 
taxpayer "or his or her sp©use<(26 USCA^ection 
151(d^f. The'eXemp^ion maybe consid^e(4;a form 
of financial assistance. Many state tax codes have 
analogous * provisions as well as exemptions, 
rebates, and preferences on, other state taxes, 
rebates*, and /ees. , These provisions benefit the 
blind to a much greater extent than othpr disabled 
citizens. 
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We held that where the justification for commitment 
was treatment, it offended the fundamentals of due 
process if treatment were not in fact provided. 

Our express ho! in I>onaIdson and here rests on the 
quid pro quo Concept of rehabilitative/ treatment or, 
where rehabilitation is'imjiossible, minimally adequate 
Miabilitation and care (503 F. 2nd 1305, ^t 1314). 

^ On the basis of evidence that the/e was substan- 
tial agreement among professionals as to standards 
of treatment and habitation, the eourt reaffirmed 
that the right to treatment couid/be implemented ^ 
through judicially manageable, standards. On the/ 
question of 'judicial usurpation ^of tl>e legislative 
prerogative o^Uocating fesouroes, the court cited 
a long line 6f precedents (in the juvenile field, in. 
the area of adult corrections, and in other areas) 
^that firmly establish that while state legislatures are^ 
free to determine policy and funding for social 
services, the legislatures canliot for budgetary or 
otlj^r reasons provide those services in a way that 
will result in a denial of constitutional rights. 
Quoting Supreme Court Justice Harry A. Black- 
mun, the court emphasized: "Humane considera- * 
tions and constitutional requirements are *not' in 
this day, to be measured or limited by dollar . 
coasideratidns" (503 H. 2nd 1305 at 1315). 

One aspect of the fifth circuit cotfrfs decision in 
Wya4t' th'dt served to clarify the constitutional b^sis 
o£»right to treatment deserves special attention for ^ 
its implications for care for deaf-blind persons. In- 
challenging the right to treatment. Governor 
Wallace, attempting, to justify, commitment and 
restrictions on mentally disabled persons on the 
basis that they were.unal)le to care for themselves, 
claimed that ciistodial care in and of itself met an 
inlportant state interest inasmuch as it relieved 
families and, friends of the burden imposed upon 
them by the disabled. In rejecting th^s reasoning, 
the court, found that not even minimally adequate 
custody was being provided in. Alabama' institu- 
tions. Furthermore, the court explicitly found that 
the rieed to relieve families, friends, or guardians of 
the burdens of care could not iq airy way justffy 
the massive- curtailments of individual liberties that 
the disabled had undergone. • . 

While there is no state statvite that authorizes" 
involuntary commitment. .of a physically handi- 
capped pers6n solely because he or she is in need 
of cafe* the Govempr's assertion in court that the 
famiHes.of the disabled are the "true clients of the 
institutional system" could also be made concern- 
ing institutional ^nd long-term care of the mifki- 
haridtcaftped. Many custody and cace-^frangements 
while aS' a matter of Jaw are voluntary ^nd 
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consensual are in fact nonvoluntary and^ pr^- 
grammea for the benefit of the family rather than 
made in the best interests of the disabled family 
member. s . 

Mn the case of many deaf-blind children, there is 
no question that their care and training place ' 
considerable demands and long-term pressures -on 
families; and, as Smith (1974) suggests, there must 
be ^me recognition that facilities and resources 
apart from, the family musyt b^ available to share 
the responsibility for dependent deaf-blind per- 
sons. The need and extent for third-party (presum- 
ably public) intervention on behalf of deaf-blind 
persons and other developmentally disabled per- 
sons is of course distinguishable frori) the need for 
intervention on behalf of the mentally ill and their 
families/ In the case of tjie latter, the 'illness may be 
short-term and the impact on family life tempo- 
rary. A great range of treatment options may be 
avai^ble in the community. In addition, the 
tension and strain on the family unit may be 
relieved in many ways that impose little if any 
restrictions 6n personal liberty (e.g., separate living 
arrangements). On the other hand, the low func- 
tioning deaf-bliftd person^ will require care and 
supervision throughout Ufe, and the family unit 
must*constantly adjust to the needs of the disabled 
family member and must interatt with a number of 
professional care givers. 

The differences cited above may lead one to 

drastic limitation) orth 
state custody as uiiwarranted and clearly not 
applicable to developmentally disabled^ persons. 
HSwever, if the court's decision is interpreted as a 
judicial reinforcement that parens p^atria cannot be 
invoked on the basis of the l)est interests of family 
members or other third parties, then it clearly 
pipvides a valuable safeguard in evaluating care and 
residential^ arrangements for deaf-blind and other 
persons. Furthermore, it would seem that the 
necessary implication of the court's holding, speci- 
fying that 'State intervention must be based on the 
provisioo^ts£:jtreatment, not custody, is tliat, in the 
case of (K^-blind and other developmentally dis- 
abledvj^rsons, once tHe state intervenes, it has a 
continuing obligation and affirmative duty to 
--pravi^ those services necessary for the person to 
r^ach his or her developmental potential. 

Along with the duty of treatment imposed by 
^Wvatt and Donaldson, one should note the state's 
Us^ of {Police power (i.e., the power to protect the 
public 'health, safety, welfare, and morals) to 
uTlerViJHenn the. lives of the rtjentally disabled has 
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dismiss Judge Wisdom's rejection (dr at least 
the parens patria rationale for 
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We held that where the justification for commitment 
was treatment, it offended the fundamentals of due 
process if treatment were not in fact provided. 

Our express ho! in I>onaIdson and here rests on the 
quid pro quo Concept of rehabilitative/ treatment or, 
where rehabilitation is'imjiossible, minimally adequate 
Miabilitation and care (503 F. 2nd 1305, ^t 1314). 

^ On the basis of evidence that the/e was substan- 
tial agreement among professionals as to standards 
of treatment and habitation, the eourt reaffirmed 
that the right to treatment couid/be implemented ^ 
through judicially manageable, standards. On the/ 
question of 'judicial usurpation ^of tl>e legislative 
prerogative o^Uocating fesouroes, the court cited 
a long line 6f precedents (in the juvenile field, in. 
the area of adult corrections, and in other areas) 
^that firmly establish that while state legislatures are^ 
free to determine policy and funding for social 
services, the legislatures canliot for budgetary or 
otlj^r reasons provide those services in a way that 
will result in a denial of constitutional rights. 
Quoting Supreme Court Justice Harry A. Black- 
mun, the court emphasized: "Humane considera- * 
tions and constitutional requirements are *not' in 
this day, to be measured or limited by dollar . 
coasideratidns" (503 H. 2nd 1305 at 1315). 

One aspect of the fifth circuit cotfrfs decision in 
Wya4t' th'dt served to clarify the constitutional b^sis 
o£»right to treatment deserves special attention for ^ 
its implications for care for deaf-blind persons. In- 
challenging the right to treatment. Governor 
Wallace, attempting, to justify, commitment and 
restrictions on mentally disabled persons on the 
basis that they were.unal)le to care for themselves, 
claimed that ciistodial care in and of itself met an 
inlportant state interest inasmuch as it relieved 
families and, friends of the burden imposed upon 
them by the disabled. In rejecting th^s reasoning, 
the court, found that not even minimally adequate 
custody was being provided in. Alabama' institu- 
tions. Furthermore, the court explicitly found that 
the rieed to relieve families, friends, or guardians of 
the burdens of care could not iq airy way justffy 
the massive- curtailments of individual liberties that 
the disabled had undergone. • . 

While there is no state statvite that authorizes" 
involuntary commitment. .of a physically handi- 
capped pers6n solely because he or she is in need 
of cafe* the Govempr's assertion in court that the 
famiHes.of the disabled are the "true clients of the 
institutional system" could also be made concern- 
ing institutional ^nd long-term care of the mifki- 
haridtcaftped. Many custody and cace-^frangements 
while aS' a matter of Jaw are voluntary ^nd 
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consensual are in fact nonvoluntary and^ pr^- 
grammea for the benefit of the family rather than 
made in the best interests of the disabled family 
member. s . 

Mn the case of many deaf-blind children, there is 
no question that their care and training place ' 
considerable demands and long-term pressures -on 
families; and, as Smith (1974) suggests, there must 
be ^me recognition that facilities and resources 
apart from, the family musyt b^ available to share 
the responsibility for dependent deaf-blind per- 
sons. The need and extent for third-party (presum- 
ably public) intervention on behalf of deaf-blind 
persons and other developmentally disabled per- 
sons is of course distinguishable frori) the need for 
intervention on behalf of the mentally ill and their 
families/ In the case of tjie latter, the 'illness may be 
short-term and the impact on family life tempo- 
rary. A great range of treatment options may be 
avai^ble in the community. In addition, the 
tension and strain on the family unit may be 
relieved in many ways that impose little if any 
restrictions 6n personal liberty (e.g., separate living 
arrangements). On the other hand, the low func- 
tioning deaf-bliftd person^ will require care and 
supervision throughout Ufe, and the family unit 
must*constantly adjust to the needs of the disabled 
family member and must interatt with a number of 
professional care givers. 

The differences cited above may lead one to 

drastic limitation) orth 
state custody as uiiwarranted and clearly not 
applicable to developmentally disabled^ persons. 
HSwever, if the court's decision is interpreted as a 
judicial reinforcement that parens p^atria cannot be 
invoked on the basis of the l)est interests of family 
members or other third parties, then it clearly 
pipvides a valuable safeguard in evaluating care and 
residential^ arrangements for deaf-blind and other 
persons. Furthermore, it would seem that the 
necessary implication of the court's holding, speci- 
fying that 'State intervention must be based on the 
provisioo^ts£:jtreatment, not custody, is tliat, in the 
case of (K^-blind and other developmentally dis- 
abledvj^rsons, once tHe state intervenes, it has a 
continuing obligation and affirmative duty to 
--pravi^ those services necessary for the person to 
r^ach his or her developmental potential. 

Along with the duty of treatment imposed by 
^Wvatt and Donaldson, one should note the state's 
Us^ of {Police power (i.e., the power to protect the 
public 'health, safety, welfare, and morals) to 
uTlerViJHenn the. lives of the rtjentally disabled has 



/ 
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the parens patria rationale for 
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been severely limited both by statute and By cases 
such as Lessard v, Schmidt (1972) that place .upoa 
the state a strong burden o|* proof as to dangerous- 
ness to others ,in order to justify police power 
commitments. This burden will rarely, if ever, be 
met for developmentally disabled persons, which 
leaves open the parens patria basis for intervention; 
i.e., the state must justilV that intervention is in 
the best interests of an individual who lacks the 
capacity to matce decisions concerning his or her 
care, tres^tment, andliabilitation... 
. Legal action is not only firmly establishm^ 
affirmative lights to treatment and habilitatipn but 
is also encouraging treatment -and habilitation in 
the community and under the most normalized 
conditions possibly. The legal pnnciple that comes ^ 
iate*^fey is the right to least restrictive alternative. * 
GeneraHy staftd, this principle h^lds that where 
governmental activityNeads to regulation adversely 
affecting constitutionally protected ..activities or 
constitutionally preferred groups, there is an obli- 
gatio^i to explore and employ other possibilities for* 
accomplishing governmental purposes 'through 
means least restrictive to personal Ubertie^/^/2e//()fj 
V. Tucker, 1964)., 

Chambers (1972) 'has developed the legal thesis - ' 
for least restnctive afternative as aoplied'to civil 
. commitment of mentslly ill and mCTtally retarded 
persons; and- tile .doctrine has been specifically 
approved by federal courts in Wyatt. Welsh v. 
'Likins, , and lessard^ v. Schmidt^ the principle 
applies not only to\ issues of cojnmitment and 
. 'discharge but' also to modality of care and treat-* 
ment. In Wyatt v. St'kkney the court stated that 
the residents of PartlovvL State School/'lwe a righ^ 
to the least restrictive conditions necessary to 
achieve the purposes* of habilitatjon." The court^ 
also ruled that no retarded person -could be 
. admitted to the instjtution if adequate community . 
seryces were available for that person and that thq 
institution was to make efforts to plac? residents in 
.smaller, less structured settings and to integrate' 
residents into the community. 
i In declaring 4 right to least restrictive alter- 
native, 'Hhe court in Welsh ^Iso declared an affirma- 
tive duty' on the^'part of the state to develop and 
provide appropriate alteTnative corrVnunity ^ser- 
, viges, , ^ ' . 
* ^ In his decisipn* of October, 1974", Judge Larson 
ordered the defendants to devise, a written plan to 
provide community placements (or all ins^tution- ^ 
alized residents capable of placement. The plan 
xm&i §pgcifically consider methods by which' 
severely an^^profoundly retarded perst5ns can be 



placed ill community facilities equivalent or 
superior to the institution {Welsh v. Likins. 1974). 

, The issue now is not so much the existence of a , 
right to. services in the' commujiity, but how 
litigants can enforce the right and how quickly 
states will iitijJlement it. 

HeatthCare 

Legal entitlements to health care are interwoven 
with many of the legal claims ^ready discussed. 
For example, the issue of the adequacy' of n^dicalf 
services arises in court actions on rights to treat- 
ment and habilitatipn. Physlait restoration and 
other medically related . services • form a large 
component of rehabilitation services. In some legal 
contexts (e.g., tax law$ and military medical 
^ "assistance), the lines between educational Services 
and rfiedical services are blurred (Welsh v. Secretary 
.of Defense, 1974). However, the^ major legal 
provisions that affect medical care' for disabled 
{llersons* under sixty-Tive are found in two titles oP/ 
the Social Security Act -Title XIX, "Medical Assist"" 
tance" (42 USC, Section. 1396); and Tftte V, 
"Maternal and Child Health and Crippled Children 
Services" (42 USC, Section 701). 

Medicaid, under Title ;XIX, is a cooperative 
federal-state program for- financing mcdicalcare for 
th^ inWgent.and^Jiear indigent. It is a welfare-based' 
program that is administered by the states through 
a vendor payments system with^fe^deral reimburse- 
ment for expenditures. Federal'cost sharini varies 
from 50 to 83 percent, djepending on the per capita 
incotne in -the state. Eligibility to participate in 
Medicaid varies from state to state as do; the 
services that are provided. All states must provide ^ 
covej^ge tO'all pcyfsons who qualify for categorical 
assistance and almost all ,SupplementaFy Security 
Income beneficiaries. In addition, states* may 
choose to include those who are medicaBy needy, 
i.e., with inconies too high to qualify for m^ney, 
'payments' but not. high enough to meet medical 
needs* The mandatory package of services that a 
^tate must provide under. Title XIX for SSI and 
AFDC recipients .includes: inpatient hospital ser- 
vices; outpatient vjiospit^l services; laboratory and 
.X-ray -services; .physician Services; skilled ,niirsing. 
home service^ for those over twenty-one; early 
pefiodic screening, diagnosis, apd- treatment ser- 
vices for children; homeheahh services; and iivs^y 
planning services. In addition, a state may include a 
wide range of optional services and items. Among 
those that would be of benefit to the tiea^Wind 
population- are speech and ^udiology services, 
. physical and occupational therapy, hearing aids, 
S f ^ 
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skUledMiursing for children, and-Sntermediate care 
facility servjces. ; » 

'Earjy periodic screening, diagnosis, and treat- 
ment of children (EPSDT) is "a mandatory service 
under 'Title XIX that has been given priority • 
attention by the federal govenunent* In 1971 the 
Department of Health, Education, and Welfare 
issued regulations requiring states to conduct out- 
reach programs to prpvide health screening and 
treatment to all children. This included referral of 
^children for treatment. Because of the potential 
cost of the EPSDT program, a number of states 
.have been reluctant to implement it. However, 
federal court 'suits have been brought, to force 
stales to provide eariy screening, and at least one 
lower court decision requiring state implementa- 
tion has been affirmed (Bortdw. Sjanton, 1974). 
While Medicaid is a payments progranr^ TiUe V of 
the Social Security Act authorizes federal funding 
for -state-operated health care delivery and preven- 
tion programs {maternal and child health and. 
crippled children's services). Maternal and child 
health services are directed toward prevention, 
comprehensive health ^ services for childr^. and 
pregnant women, land child health supervision. 
Specific project areas authorized through 1974 
jncluded maternity and infant care projects, inten- ~ 
sive Care' of inEajits^health care fof preschool and 
school-jige children, arfa^dental care. 

Title V also established a formula grant program 
for ^rvices to crippled children. Services u^ider this 
progianl may include identification; diagnosis; 
jnedical, surgical, and corrective services; and^ 
]^b|italization and aftercare of children "who are 
crippled or who are suffering froiji condition^ , 
leading to crippling.'* Under 'the* Social Security 
Act, a cripple^ child is defined as -*an individual 
under the age of 21 who has afi organic diseasCj 
defect or condition 'which may hinder the^achieve- 
merjt of normal growfh and development.'^ 

Programs are operated through agencies that are 
established undfr state law and that have a great 
deal of fiexibility in defining the target population 
apd^riorities of service for the small amount of 
monies available. 

Although federal funding- of health services 
(approximately S35 billion in fiscal year 1975Tls 
having an^^^iftereasing impact on entitlement to 
medical care, almost alf programs are funneled 
through state administrative:,channels, and entitle- 
ments often invoFve cpmplex interpretations of 
federal and state law and regulations: The extensive 
legal ancjjegulatory framework /provides an excel- 
lent area for establishing rlghtk to medical treat- 



ri^ent even though the service required may be • 
considered by the state as . exceptional and not 
withiit the fiscal capacity of the program {Roberts 
V. Brian, 1971). One should recognize that eacH 
states has some fonji of statutory authority that 
mandates the state or local government ^mit to 
prpvide health care services to the indigent ^^ither 
through a system of public hospitals or purchase 
—arrangement. -One may argue that federal-state 
medical care schemes do not define exclusively the 
state responsibility to provide^ adequate medioal 
''care. The 1974'Supreme' Court in Memorial Hospi- 
tal V. Maricopa County (94 S. Ct., 1974) gave some v 
indication that entitlement to medical care carried 
at least the same level of fundamental interest as 
entitlement to welfare. Pending the' enactment ef 
comprehensive national health' insurance with ade- 
quate coverage for disdWed persons,* Mitigation^ 
especially comprehensive right to treatment- suits, 
will continue td test the limits of state responsi- 
bility to provide adequate medical care to disabled 



citizens. 



/ 



Mobility arid Transportation 

It is hornbookjaw that ''the man who is blind or 
deaf or IWnF"^ otherwise 'physically disabled' is 
entitlfiJ to live in the world" (Prosser, 1964). 
lacobus tenBroek (1966) has eloquently elabo- 
rated this legal principle as follows: 

The right to live in the world entails at least a right to , 
free and safe physical access to it through the use of 
streets, sidewalks,^* roads, highways, and the common 
. modes i)f transpbrtatioh, communication, and intec- 
«iiarf|ev,Ir includes as well full and equal access to, places 
of public accommodlation, places designed to accommo- 
date men in the course of gaining acce^ss to the world. 

,The right of handicapped people, to move freely ^ 
in ^the community and to have equ^l access to 
public buildings'^'and transportation* is explicitly 
recoiignized in many state civil rights statutes and is' 
implicit in the myriad of architectural-barriers laws 
and White cane faws. However, despite these laws, 
exclusion of handicapped persons from {Hiblic 
facilities »seems to be an increasing problem, and - 
enforcement likely depends on action through ,the ' 
courts. Before an examination is made of current 
legal action, consideration should Be given ^to the 
extensive body of law supporting integration of 
handicapped p^ersops into the mainstreanrof com- 
munity life. ' 

White cane laws protect blind and visually 
handic3pped persons in each state. These laws all 
have certain common feature^ Concerning coverage 
for blind and partially 'Mind, use of guide dogs, 



ERIC 



30? 



293 



color and position of ' cane, duty of "motor vehicle 
dri\fers toward blind . pei:3ons, immunity gf blind ^ 
persons, and penal sanctions (Ma^s. Gen. Laws, 
Chapter 90, Section 14(a)). Some statutes also 
•guarantee access to public accommodations. (ten- 
Brpek, 1966)! 

White caiie laws have^ been 'supplementecl iit 
about half the states by comprehensive civil rights 
acts thM protect blind and other disabled people 
against discrimination in public accommodationss 
hou^k and other areas (F]k., Stat. Ann. Section 
413.^ While som^r of these^ newer statutes still 
employ criminal penalties, the bette;- approach to 
enforcemenf is found in those states that extend 
th* jurisdiction of the civil rights^ommissior) to 
taxfe action in cases of discrimination against the 
handicapped; 

Architectural-barriers legislation, which pro- ^ 
hibits to varying degrees the construction of public 
buildings that are inaccessible to physically handi- 
capped persons, also exists in some form in almost 
^ every sta\e (President's Committee on Employ- 
ment of the Handicapped, 1971). While provisions • 
vary from^tate to state, the statutes originally 
enacted in the "^960s have been criticized as 
ineffective. Coverage, is generally limited to ^new 
-public buildings, enforcement i^^ diffuse and weak, 
*!tnd the statutes are" riddled^ with waiver clauses. 
Dissatisfied with state legislation 'which has failed 
to protect tb^mt handicapped persons have lobbied 
for reform legislation and* are now turning to the 
CQurts to raise claims under .the U.S. Constitution 
— and feder^il law to.achieve equal access to buildings* 
and transportation. An initial and significant* step 
in thi^^direction was taken in the lawsuit 'of 
Friedman County of y Cuyahoga (Case No. 
895961,4972). ' ^ • 

Frie^an, an attorney confined to a wh^lchair, 
attempted to enter five county buildings in Cleve- 
land, Ohio, fou/of them housing courtrooms. He' 
coultf not enter any of them without assistance. He 
' filed a -class action suit in the Court of Common 
Pleas for me C<»intlr of Cuyahoga, seeling a 
4c;claratory jud^ent as to right to access and 
, injuftotiye^ relief! Since the buildings are not. 
' covered bjTlhc-bhio architectural-jparriers statute, 
the legal action was based on rights ^aranteed by 
the U.S. and Ohi6 constitutibns. >^ 

The plaintiff argued that the acts of the county 
commissioners in maintaining barrier-ladeh build- 
ings amounted 4©vtienial of access to the courts; 
denial ' of access ^ to a seat of government in 
derogation of the right to free petition; denial of 
right to travel and freedom of movement; and 



denial of equal protectio^i in that th'e barriers 
unjustifiably, -limited equal employment opportu- 
nity » These infringements' on constitutional rights,^ 
Friedman asserted, placed a burden of affirmative* ' 
action on the county commissioners ' to provide 
access to alHiandicapped.citizens. . • 

The lawsuit was resolved by agreement of the . 
county commissioners to install ramps and to 
ensure accessibility to all existing county-owned 
buildings. The*]udicially approved consent decree 
also provided -that all county buildings constructed 
in the future must conform to ^-accessibility stan- 
dards. 1 * ■ 

The federal Architectural Mrri^^s Act, first 
. enaqted in 1968 (PL 90480, 42 USC, 4151) has 
also been the vehicle for successful litigation. Legal 
action to secure access to public transportation 
arose when officials responsible for planning, 
design, and construction of the Mefro subway ^ 
system for the nation's capital failed to comply 
wi^h the federal iaw. 

In 1970, Congress enacted PL 91-205, which ' 
added clarifying amendments to the Architectural 
^Barriers Acf^ f968. The afmeiyiments mandated 
that -subway stations, surface stations, ^d other ^ 
structures of Metro be accessible to the handi- 
capped. The original plan^ for^ an Adopted ^ 
Reaonal System agreed to undef^ the terms of a - 
compact am^g the District, of Columbia, Mary- 
. lan'd, and Virginia -made no provision for accessible 
facilities (capital costs covered escalators rathei^_ 

* than elevators). After passage of PL 91-205 no 
changes were made^ontracts were let, and con- 
"stnition continued without provision for eleva- 
tors.' , ' 

Suit wis filed in b.S. District Court^ petitioning 
foV a declaration that Metro was in violSTton of 
iTederal law and an injunptipn preventing Metro ^ 
from 'making furthfer expenditure of construction 
funds or faj^ng any other action that would make 
the installation of elevators ifiore^ifficult or costly 

* (mtmi' League y, WMATA, 1972). A preliminary 
injunction was denied, b^sed > partially on ^the 
public interest in maintaining t^e construction 
scheduje and upon the^belief that Metro officials 
would take steps to redesign stations and to install, 
elevators. However, Metro officials consistently 
maintained that the 1970 amendment . to the 
Architectural Carriers Act was simply an authoriz- 
ing statute- and an appropriation of $65 million 
earmarked for the handicapped was required 
before action on installation of elevators could be 
effected. 
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For over three years, Metro officials held to the 
view .that any expenditure of funds 'for the 
handicapped (even" funds raised from sale of 
revenue bonds authorized subsequent to the* Qon- 
gfessional mandate that Metro be accessible) would 
be a diversion of funds from the Adopts Regional' 
System, Tliis position changed only upon the 
issuance of an injunction by JudgOi^William Jones; 
preventing Metro front openiijg any stations for use 
unless and until stations were equipped with 
inclined elevators. 

Since the suit, Congress Jias strengthened thre 
enforcement potential of the Architectural Barriers 
Act, authorizing the creation of an Architectural, 
and Transportation Barriers Compliaitce-.Board (PL 
93i-112, S.ection 502^. The board has a wide 
ranging power to conduct investigations, hold 
public hearings, and issue orders ta'ensure compli- 
ance with the ArchitecturalBarriers Acj (Architec- 
tural and Transportation Barriers Compliance 
Board, 1974). / - ^ ' 

i Advocates of ttie handicapped are also bringing 
federal sufts under Section 504 of the Rehabilita- 
tion Act and the Urban M»ass Transportatieft Act 

-tV^M of 1964. The UMTA, as recently 
amended, declares, a$ fhe national policy, that 
"elderly ^ijd handicapped persons have the same 
jight as other persons to utilize mass 'transportation 
facilities and services" and further requires that 
"Federal programs offering, assistance in^the field 
of m^ transpohation should contain provisions 

^ implementing this policy" (49 USC, Section 1604). 
While the Departmfent^ of Tfansportation has 
made demonstration grants und^r this authority* 
and Has proppsed some regulations that set forth 
certaih accessibility requirements (UMTA, 19';^), 
suits have been filed th^ claim, that the Urban 
Mass Transportation Act^tequires moje and that 
this act,.~the eqoal rights provision of the Rehabili- 
tation Act (Section 504), and portions of the 

\ Architectural *Bafriers Act *are violated by public 

. jpfficials .whj|ise federal funds to develop, con- 
struct, or immtain new transit facilities without 
making.adequate provisions for accessibility for the 
handicapbed and elderiy. In at least one. federal 
court suit, Disabled in Action v. Hughes, the 
def^pdftm state, municipal, *and federal officials 
agreed to provide accessible buses for the handi- 
capped in Baltimore (C.A. No. 74-1069, 1974). In 
a suit file^ in Hawaii, plaintiffs have requested the 
federal distri(^ court to enjoin the purchase of any 
new biises for Honolulu unless adequate steps are 

. taken to ensure that the handicapped have equal 
access to the entire transportation system (Abilities 
Unlimitedj^inc. v. Villegas, 1975). 



Cpnstitutional and statutory claims are also 
being raised to challenge ^^nial of access to air. 
transportation. Handicapped persons, especially 
wheelchair-bound persons, are regularly denied 
passage on commercial ,aif carriers, and these 
incidents have received considerable attention- in 
the past two years. Although |the Federal Aviation 
Administration and the Civjl Aeronautics Board, 
two agencies that have regulatory- authority over 
commercial air carriers, have proposed regulations 
that prohibit discrimination against' deaf persons 
and blind persons (but not deaf blind persons), the * 

' proposed regulations (1) condone, in the interest 
of flight safety, the exclusion of certain handi- 
capped persons unless 'accompanied by an atten- 
dant; and (2) Umit the mmiber of handicapped 
persons on any single flight (Department'of Trans- . 
portfction, 1974).. The Overall effect of existing 
procedure and proposed retaliations is to subjecl^ 
mobility-disabled persons to the whim of airline 
personnel. Especially hard hit are those persons 
who must use air travel in the course of employ- 
ment/ More important than the number of persons' 
affected byJhe present practices'of air carriers and 
the nonfeasance of the regulatory agencies is-the^— 
fact that a fundamental right, sucfr as the right to 
travel, has been denied to a class of persons on the 
bases of conjetture and hypothesis and without 
any rational basis- whatsoever. It will take court 
actions taising constitutional right td travel, as well 
as fights * under the civil rights section of the 

Rehabilitation Act (Section 504), to secure equal 
access to air transit. The federal suit of Thoben v. 
Eastern Airlines (C.A. 74-937, 1974), in whicii a 
wheelchair-bound civil service employee travefing 
on business was twice denied passage from 
Washington, D.C. to PhiladelphiSi^^tlrill most likely 
be the first case in which a ruling is made on the 
constitutional and statutory claims as well as 
the liability of airlines for damages for unlawful 
exclusion of handicapped persons. The precedent 
that will be established may have an impact not ^ 
only on air travel but also on access to all forms of 
transportation anAfc thereby have considerable 
bearing on the disalW person's right to live in the 
world of the 1970s. ^ . ^ 

Summary and Conc!6sion 

A large body of federal and state legislation that ^ 
appHes to deaf-bUnd persons is now in existence. 
Also, a number of legal action strategies have been 
developed on -behalf of other handicapped persons, 
aod these can be used by deaf bUnd^-persons and 
their advocates. This description of the state of the 
law merely provides a starting point to evaluate Ihe 
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legal' structure it applies to deaf-blinkj persons. 
Such an evaluation can be approached by building 
upon ) typology^ of services and legal claims to 

♦ services develop' by Gilhool (1975). He classified 
services as follows:;^ 

1. Services that are available to all citizens (e.g., 
fire protection, policie protection^ and educa- 
tion) 

2. Services that are available to all citizens and^ 
that handicapped persons would use in w 

• special way (e.g., access to public buildings) 

3. Services th^are available to some citizens on 
the ^basis-orconditions* that are not related to 
handicap (e.g., public assistance or medical 
assistance based on need) « 

4. Sendees that are available to handicapped * 
citizens specifically (e.g., model centers -for 

. the deaf-blind) 

Gilhool further cites two types, of claims with 
respect to the four types of servicer (Da claim for 
^access to the service; and (2) a claim for quality of 
'service^ He cautions against drawing direct claims 
of affirmative constitutional rights to services and 

• argues persuasively that education, employment, 
recreation! and other services can be cast as Type 1 
services and that such services can be advanced 
through equal protection bolstered by principles ^f ; 
normalization. Using this rnodel, the deaf-blind 
may be able to access a number of services that are 
not specifically Intended for them by pressing . 
claims to Type 4 services for the blind and services, 
for the deaf. All-statutory definitiorR governing 
progr^rfts put'lined herein are broad enough to 
include deaf-blind persons, and exclusion of such ^ 

' persons on. the basis of multiple handicap could be 
attacked without reaching constitutional queftions. 

Even if access to education, treatment, employ- 
ment, and 'other services xould be gained 
deaf-blind persons, the question of quality of 
service remains. As noted in the sections oa 
education and treatment, courts can and will 
address issues. of quality in instances m which due 
process is involved, Jn the case of many deaf-blind 
persons, questi^rns of 'provision of service inevitiably 
raise questions of control, and these must be dealt 
with in terms of due process and the personal 
liberty of the deaf-blind person. 
, With the wide variety of legal claims and 
slrategies to be employed on behalf of deaf-blind 
' persons and the myriad pf legal provisions that 
come into play, the major gap tn^ the law becomes ^ 
evident. The deficiency relates to the practical 
problem of negotiating a complex, system of 
generic services and entitlements -by, or on behalf 



of, a' person who may be highly clfependent and 
who may receive low priority withinXthe range of 
clients being served. While proceduralWe process 
mechanisms such as hearings in education, an 
individual's plans for rehabilitation, ami periodic 
review procedures in residential settingsWe now 
available, they may be of little use to t\e deaf- 
blind client unless special provisions are activated 
to ensure that his or her rights are protecte(l\^ The 
protection, representation, and advocacy reqi 
may be provided in a number of ways/ throu0;i a 
specialized advocacy agency; through a case m£, 
ager, as suggested by Hafrtmer;' or through^ 
personal surrogate (Hammer, 1974). Whatever the ^ 
form, new legal provisions to define the legal 
relationships' between deaf-blind persons, parents, 
and guardians and advocate-surrogate^ service pro- 
viders, and the / community at large^must be 
developed. These provisions should recognize the 
responsibility of those in a legal relationship to the 
deaf-blind persons to ^tect and assist them while 
allowing for their gr«Rh and .development and 
preserving their right to as much independence as 
possible. 

The development of such a^legal arrangement 
together with the continuing expansion of the 
rights of the handicapped througli future legal 
action will do muclvto guarantee that ^alL handi- 
capped persons, including the deaf-bljnd, receive 
equal treatment under the law aiwKfiave the full 
opportunity to develop their potential and con- 
tribute to the general welfare as they are able. 



References 
Education and Training 

Abeson, et al. "Access to Opportunity," in Issues 
in the Classification of Children. Edited by N. 
Hobbs.Nyashingtofi,D.C.: Jossey Bass, 1975. For 
elaboration pf t*fese principles see Gilhool, T., 
"Juvenile Justice Standard." Unpublished manu- 
script, 1974. 

Dimond, Paul. "The Constitutional Right to Edu- 
cation: The Quiet Revolution." Hastings L J.. 
page 1087, 1973. See also Burt,/Robert, "Judi- 
cial Action to Aid the Retarded,'' in Issues in 
the Classification of Children. Edited by N. 
V HObbs. Washington, D.C.: Jossey Bass, 1975^.^ 

House Report No. 93-805, 93rd Cong., 2mr Sess., 
Feb, 21, 1974. 

Larry P. v. Riles, 343 F. Supp, page 1306 (N.D. 
CaL, 1972) affirmed No. 72-2509 (9th Cin, 
- Aug., 1974). Diana v. State Board of Education. 



O 296 

ERIC 



310 



No. G7^%<N.D. Cal., 1970) con^i^ and 
decision. May, 1974. ( 

LeBanks v. Spears 60 F.R.D. 135 (E.D. La.ll973); 
Maryland Association for Retarded Children v. 
Maryland No. 77676 (Md. Cir. Ct., Bdltimote 
City, April, 1974). /ai the Interest of G, H.. 218 
N.W. 2nd 441 (N. Dak., 1974). Fqr listing of 
cases decided and pending see Children Out of 
.School in America^ Children's Defense Fund, 
1974, Appendix P. 

Mass. Gen. Laws, Ch. 71 B added by Cl^. 766, 
Acts of 1 972. For a revfew of recent legislative 
activity see HACHE. Special EducaUm in the 
States: Legislative Progress Report. Education 
Commission of the States, 1975.* 

Mills V. Board of Education of District of Colum- 
bia. 348 F. Supp., page 866 (D.D.C.r+972). 
iRoosj P. "Mentally Retarded Citizen^: Challenge 

' for .the 1970s." 23 Syracuse'lR ^ pages lOS^ 
and 1066, 1972. 

Testimony of Ignacy Goldberg PARC hearing, ' 

. Aug., 1971. , 

P.L. 93-iBO, 88 S^tat., page 484-. 

P.L. 93-380, Education Amendments of 1974, 20 
U,S,C. A., section 1412.^ 

20 U.S.C.A., section 1262 (a) (4) (b). 

343 F. Supp., page 279 (Ed.^Pa., 1972). For 
'back^ound and discussion of the implications 
^ of PARC, see -Lippman, Leopold, and I. Ignacy 
Goldberg. Right to Education: Anatomy of the 
Pennsylvania Case and Its Implications for 
Exceptional Children. .Columbia University: ^ 
Teachers College Press, 1973. On PARC imple- ^ 
mei^ttrtion see Kirp, Buss, and Kuriloff, "Legal^^^ 
Reform of Special Education." 62 Calif. L. Rev.,^ 
page 63, 1974.^ 

348 F. Supp., page 866 (D.D.C., 1972). Also 348 
F. Supp., page 866 at 878. For discussion of 
Mills, see "Retarded Children and *th'e Law: 
En&rcing the Constitutfonal Rights of the Men- 
tally Retarded/' 23 Syracuse L.R., page 995, 

^ 19t2. 

Rehabili ta tic n - Vqca tional Trai ning 

Disabled in Action 'y. Ht^hes, et al, C.A. No. 

74-lOi09(D.Md„bct„ 1974). 
Lemon v. Bossier Parish School Board, 444 F. 2nd, 

page 1400, {5th Cir., 1971). 
North Carolina Association ^r Retarded Children 

V. North Carolina No. 3056^E.D. N.C., 1972). 
P.L. 93-112, 87 Stat., page 394, 29 U.S.C.A., 

sections 701-794 as amended by the Rehabilita- 
„ tion Act Amendments of 1974, P.L. 93-5 16. 
Rehabilitation Act of 1973 (29 U.S.C.A., section 

794), &7 Stat., page 394. ' . . 



Senate Rep. No. 1139, 93rd Cong., 2nd Sess. 
(1974). 

29 U.S.C.A., section 722. . ' 

29 U.S.C.A., section 722(c). . 
29U.S.C.A.,sectioh 723.- ' ' , 

Employment * , 

"Employment Rights of the Handicapped.** 
National Clearinghouse Review, May\ 1974. 
Cal. Labor Code 4.5,^ section 601 A. 1 6, Mass. 
Gen. Laws' C.149, section 24K, Mtnn. Human^ 
Rights Act, Minn. Stat., sections 363w01 and 
363.13.* • - ' 

F.L.S.4., section 29; U.S.C.A., section 214. ■ ♦ # 

From Slogan to Reality: The Severely Handi- 
capped in Federal Service. U.S. Civil Service 
Commission, Feb., 1973. 

Jortburg. v. U.S. Department of Labor C.A. No. 
13-113 (DtM^.); Roebuck v. Florida department 
of Health and Rehabilitation Serviced, C.A. No. 
TCA 1041 (N.D. Fla., \912)\Ik)wns v. Depart- 
ment .of Public Welfare. C.A. No. 73-1246 (E.D. 
Pa.,.May 1974). 

Mass. Gen. LawsCh. 6, section 78A (1973). 

Nevada Fair Employment Practices Act,Ch. 613, 
sections 31p-430, 1973. 

Randofph-Sheppard" Act Amendments of 1974, 
P.L/ 93-5 16, section 200. 

Smith! B. F. "Potentials of Rubella Deaf-Blind. 
Chftdren," \n 'l980 Is Now. Edited by C E. 
Shprrick. Los Angeles: John Tracy Clinic, 1974. 

U.S.C:. section 48 (b). _ 

Walther, W. Personal communication, Oct., 1974. 

15 U.S.C.A., section 636 (h).20 U.S.C, section 
107. As amended P.L. 93-516 (1974). 

29 U.S.C.A., section 49. 

2^ U.S.C.A., section 793. 

'39 Fed.- Reg. No. 112. June 11, 1974. For critique' 
of proposed regulations see Appendix to Senate 
Report No. 93-1 297, Nov. 26, 1974. 

40 Fed. Reg. No. 27, Feb. J, 1975, page 5775. 

41 U.S.C, section 46. ^ " ^ 
362 F. Supp., page 808 (D.D.C, 1973).^ 

Income Security 

P.L. 92-603 amending 42 U.S.C.A., Title XVI. 

26 U.S.C.A., section 151 (d). 1 

42 U.S.C, sections 40M10; 42 U.S.C, sections 
1001-1006; 42 U.S.C, sections 1401-1405. 

42 U.S.C, section 202 (d). 

42 U.S.CA., section 1614. • : 

TreiatmenlHHabilitation and C^ommunity Services 

Chambers. '^Alternatives to Civil Commitment of 
' the Mentally 111: Practical Guides and Constitu- 



3H 



297 



tional Imperatives." 70 Mich. L. Rev., page 
1107,1972. 

Jackson v. Indiana 406aj.S., page 715 (1972); 
Donaldson v. 0'ConnoN93 F. 2n-d, page 507 

■ (5th Cir., 1974), cert, granted, Oct. 21, 1974; 
V/^dtt V. Stickney 32i F. Supp.^ page 781, 334 
F. Supp., page 1341 (M.D. Ala.,. 1971); 344 F. 
Supp., pages 373 and 387 (M.D.-AIA., 1972)f 
Afflrmed si^norm., W>'a// V. ^der/io/r, 503 2nd, . 
page 1305 (5th Cir., 1974), Wel$h v. Likins, 373 
F. Siipp., p|ge 487 ^b. Minn.,-Feb"., 1974)^ , 

Lessard v. Schmidt 349 F. Supp., page 10^8 (E.D. 
Wis. 1972), vacated and remanded on other 
grdunds; 414 U.S.^pa|e 473 (1974), Bell v. ^ 
Wdyne County Gef^roTHospital, 384 F. Supp., 
page 1085 (E.d! Mich., 1974); see Develop- 
ments-Civil Commitment, 87 Harv. L. Rev., 
page 1190, (1974). 

Shelton v. Tucker, 364 U.S.; pages. 479 and 488^ 
(1964). 

Smith, B. F. "Potentials of Rubella Deaf-Blind 
Children," in 1980 -fs AWv. Edit^ by C. E. 
• Sherrick. Los Angeles: John Tracy (flinic, 1974. 

Welsh V. Likms F. Supp. (D. Minn., Oct., 1974). 
SiBie also renn. ex rel Cansler v. Cook No. 
A^528 (Tenn. Chancery Court, Davidson 

. County, Nov. 29, 1974). 

329 F. Supp., page 1335 (N.D. Ga., 1972). 

344 F. Supp., page 373 (M.D. Ala., 1 972). 

344 F. Supp., page 387 (M.D. Ala., 1972). 

493 F. 2nd, page 507 (5th Cir., 19*74). 

503 F. 2nd, page 1305 at 1314. ' ^ ""^ 

503 JF. 2nd, page 1305 at 1315. 

503 F. 2nd, page 1305 (5th Cir., 1974). 

Healthcare 

Bond \. Stanton No. 74-1409 (17th Cir., Oct. 30, , 
1974). 

Roberts v. Brian 6 Cal. 3rd 1 (1971). 

West V. Secretary of Defense No. 73-2589 D.W.W. " 

(CD. Cal. preliminary injunction issued April, 

1974). 

42JJ.S.C., section 701 et seq. 
42 U.S.C. /section 1396 et seq. 
94 5. a., page 1076 (1974). 

MobiEty and Transportation 

Abilities Unlimited Inc. v. Villegas et al, C.aTNo. 
75/0061 (D. Hawaii, Jan. 2, 1975); also 5o/^e v. 
Golden Gate Bridge, No. 73362 Cal. Superior 
Ct., Marin County, Nov. 18, \91A\ Mighi'w. 
Brisco et al., C.A. No. A75-31 (D.W. Tex., 
March 3, 19.75). 



Architectural and TraJfeportatron Balxiers CompM- 
ance' Board, First Report to the Congrtss, Nov., 
1974-. 

C.A. 74-937 (D.DC., June, 1974). 

C.^. No. 74-'^069.(D.Md, Oct. 10, 1974). 

Case No. 8^^5961 (Court of Common Pleas, Cuya- 
hoga County, Ohio) Consent Decree entered 
Nov., 1971 

Department of Transportation; Air Transportation 
of Handicapped Persons, 39 Fed. Reg., page 
24667, July 5, 1974. 

Fla. Stat. Ann., sections 413.07 and 413.08; Minn. 
Stat. Ann., sections 256 c, 025 ; Oregon Rev. " 
Stai, sections 659.010-659.085 (1973); Pa 
Act 318 (1974). 

Mass. Gen. La\ys c. 90, section 14 <a); N.J. Stat. 
Ann., section 4-37. U(l 961); W. Va. Code Ann., 
section 1921 (373),(1961 ). See statutes citedin 
tenBroek, 1966. 

Prosser, William. Law of Torts. St. Paul: West 
Publishing, 1 964. , ' ^ 

tenBroek, J. "The^^ght to Live in the World: The\ 
Disabled in the Law of Torts." 54 QiL L Rev., 
page 842, 1966. , ' 

Survey of State Legislation to Remove Architec- 
tural Barriers. Washington, D.C: President'* 
Committee on Employment of the Handi- 
capped, 1971. For critical evaluation of architec- 
tural barriers laws see "The Forgotten Minority: 
The Physically Disabled and Improving Their 
Physical Environment." 48 Chi. Kent L. R., page 
215, 1970. 

UMTA, Proppsed Rules for the Elderly and Handi- 
capped, 40 Fed. Reg., page 8313, Feb. 26, 1975. 

Urban League v. WMATA C. A. No. 1776-72 
(D.DC.) April, 1972. 

P.L. 90-480,42 U.S.C. 4141. 

P.L. 93-112, section 502, 29 U.S.C, section 792. 

49 U.S.C, sections 1604, 1612; compare Federal 
Aid to Highways Act of 1973 23 U.S.C, section 
142. 

« 

Summary 

Gilhool, T. "the Rights of Citizens Who Are 
Different to Services in the Community." A 
paper prepared for the Conference on the 
Mentally Retarded and the Law, PCMR, Wash- 
ington, D.Cm 1975. 

Hammer, E. "A Time to Think: Future Needs of 
Deaf-Blind Persons," in 1980 Is Now. Edited by 
C. E. Sheniclc. Los Angeles: John Tracy Clinic, 
1974. 



298 



312 



V 1 



•n 



Touch Commufiication 

Richard Kinney 
President, Hadley Schod foe th« Blind 



How can others cTommunicate^ with us through 
the sense of touch? Our success in finding answers 
to this question will determine significantly our 
freedom and our happiness as persons who are deaf 
^and blind. 

Little children can show us one way. Toddlers 
take our index finger and point to the thing or 
place in which they are interested. They bring their- 
favorite toys and place them in our hands, They 
lead#& to the kitchen sink fo show that they want 
a drink of water. They pat our hand or climb into 
our laps and give us a hug to show affection^They 
express themselvies by gestures and by actions. 

Universal Communication Methods 

Taking his deaf-blind father's hand, a. three- 
year-old boy signals "y^s" by moving the hand up 
and down, "no" ^y. moving it back and forth. To 
show pride in iorne <ie^ accomplishment, he seizes 
r his. father's wrists and claps his father's hands 
together as if applauding. If hurt in a fall, he 
brushes his father's fingertips across^ a tear-wet 
cheek. If he wants something, he finds ways pf 
' letting the fact be known! 

Adults, toofcan use the language of gesture and 
action^ as "the kiss that speaks volumes" happily 
illustrates, ^our friends do not instinctively realize 
how thoughtful or time-saving a gesture or action, 
can sometimes be, a tactful suggestion on our part 
will usually be welcomed^. By a-slight, continuing 
pressure on our hand, for instance, a friend can let 
us know he is sp^riung to someone else in 'the 
group. The pressure not only saves us from 
interrupting, but also conveys a sense of com- 
panionship and assuranee that we have not been 
forgotten r 

^ Excerpted from indepenient Living Without Sight and Hearifig 



We can always secure information or even carry 
on a kind of conversation by asking questions that 
can be answered by a "yes" .or "no." Many 
deaf-blind people interpret one tap as meaning 
"yes,'' two taps as "no," three taps as "I don't 
know." Be Isure, however that you and the other 
person are in agreement on the meaning of the 
signals, for. there is as yet no universally accejrted 
standard. A sample interchange by this method 
might be: • 

"Nice of you to stop tonight, Mr. Brown, to- 
take me to the meeting of the chess Club. Is tlte 
weather good?" ' . ' 

./'No." 

"Is it raining?" 

"No." 

"G^d heavens, are we having our first snow / 
^ of thpfenter?" 
"Yes." 

"Do I need to wear galpshes?" 
"Yes." 

"Thanks fo^ warning me. The last thing I 
^want to do is get wet feet and catch cdld/' 

Success with this method depends on asking 
(Questions in a logical order, beginning with general 
questions 'and proceeding to particular ones. Be 
sure to avoid double inquiries, such as "Is the room 
too warm too cool for your comfort?" To 
answer such a question with a yes or no would. tax 
the wisdom of Solomon! The tactful questioner 
will also avoid such queries as the famous "Have 
you stopped beating your wife? Answer yes or 
no." 

Yet for a full-fledged, satisfying conversation, 
we do need communication through words. Unless 
one has received long, arduous, and difficult ' 
training in reWing lips by touch-training -availah^ij^ 
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at only a ver^ few Schools that specialize iir the 
\ teachir^ of deaf-blind childltn-the words must be 
K.spellefl put letter by letter. Many and varied 
jmethods have been workejd oUt by^hichjhis can 
^ be doWWith Surprising speed.. Some of* the most 
rapid and -convenient methods require special 
^ , le^immg on the part ^f both the^ deaf-blind person 
and the person speaking to hi«i. We-wiH consider 
these, a little later. Now, however, let us discuss 
some "universal^' communication methods that 
> almost' anyione caQ use. to ^^:onverse with us 
^ imniediately-p/ovided we ourselves are ready. * ^ 
The deaf-bliid person who learned to r£ad pri" 
Jjefore losing his or her sight will find tfie knowl- 
edge invaluable. He or she can carry a pocket-sized » 
' alphabet plate that bears raised print letters easily 
recognized by touch. -A friend, an acquaintance; 
even a stronger, can commdnicate at once simply- 
by taking 4he deaf-blind person's index finger and 
placing the -tip on the desired letters as words are 
spelled- out. The alphabet plate has extra advan- 
^Sges for the deaf-blind pejson who cannot use his 

• oV her voice, since he or she can in' turn point to 
the raised letters in spelling out his or^her own side 
ofjhe conversation. If we have i:iot read priftt fora 

Tpng time Qr ifVe have never read it and must leam . 
' from the 'beginning, the alphabet plate offers 
excellent practice. The raised letters are always 
there to be studied or reviewed, and the ml&thod. 
can be used as slowly as is necessary. ^ 
. Once our skill ia- recognizing print: letters is 
' adequate,- a much faster method than use of the, 
embossed' alphabet plate becomes? possible' The 
person to whom we are talking can simply print 
capital, letfers-often called block l*ters-in' the 
palm of our hand with tl^ tip of l^is or her injiex 
finger. Block letters Inay be ret:eived in either 
Hand, depending on whicl) is more comfortable. 
♦ Raise t^e *hand forward, waist-high with elbow 
^ . 'bent, »lbow touching the side, palm, up, fingers * 
m extended together. Ask the other person to print 
capital letters on youT'^lm, making the letters 
large and dne after the other on the- same, spot- 
When both ^hands are oec^ied with work, some 
. deaT-blind pi||ple receive Diock' letters printed on 

• the shoulder ot back*. At least in the beginning, you ^ 
r-V" may find print B^Uers easier ^to recognize ifUhe" 

• other person holds^^^r own index finger like a 

• - pencil and prints on a table or in your other hand. 

As with any other * communication methods, 
printing in the palm takes j^ractice to master. 
Printing in your owrt palm, several times a day will 
. - help you build skill. The niethod Ji^s the greaf 
^ advantage that nerfriy every sighted-f erson know^s 



how'td print-and a large number of blind persons 
do,' too. Your hand is always with you-on the 
'street, on the beach, at work. The method h^S no 
special equipment to forget or mislay. 

Sometimes the deaf-blind person who lost his or 
her sight in childhood finds prihting in the palm 
difficult to learn or .to read .with speed. Wfet are 
the other methods by which we can take advantage 
of the fact that almost all sighted people are • 
familiar with print? • « 

Alphabet Gld^e 

One sticH other method is the alphabet glove-a. 
thin, jA^hite cotton glove on which the letters of the 
all^febet have been printed with indeUble ink at 
definite spots memorizred^^y the deaf-blind wearer. 
The sighted person spells' out his or her words by 
touching the letters. With pfactiife, the method, can 
become very quicte* Because the letters are system- 
' atically arranged, their positions are easy to memo*' 
rize. The glove is convenient to carry. Friends who » 
use it often will soon find that they have uncon- 
sciously learned the locations of the letters, just as 
we have, and thereafter they can use the alphabet 
^ove method without a glove! 

With the help of a friend, each of us can provide 
his ^r her own glove, thereby ensuring a perfect fit. 
The glov^ is usually worn on th^eft hand, and the 
wearer extends his or her hand away from.himself 
or herself toward the speaktr. After we have * 
purchased a suitable white cotton glove, the friend 
assisting us should mark it with indelible in)c in 
r such a way that the print letters' appear right side ^ 
. up for the person facing the wearer. The letters of 
the alphabet are printed on the palm side of the 
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^Qve are located on the tip? of the fingers, thej 
joinl| of the fingers and the p^nvof the' hand at 
the oasc of the fingers while the numerals ippear 
on the fingema^s and knuckles on the back of the 
hand,. 

The arrangement of the letters and numerals on 
the glove is systematic and is,a$ follows: 

• The litters 

Extend the left hand with the palm /ace up. TBe 
first four 'letters are located in the line of the 
thumb: 

f' • » , 

* A^tip of the thumb 
' B-first joint of the thumb 
C-second joint of the thumb 
D-(>aIin^of the hand a^the base of the thumb 
(the section commonly thou^t of as the 
fleshy part of the thumb) 

» 

The next five letters are located in the line of 
the index finger: 

E— tip of the index finger 
F— first joint of the index finger 
G-second joint of the iildex finger 
H--third joint of the* index/ finger 
I— palm of the hand at the base of the index 
* fingef • ^ s 

t The next five letters are located in the line of 
thejniddie finger: • ' 

J— tip of the middle finger 
K-fir^t joint of the middle -finger 
Lr-sedbitd joint of the middle Jinger 
/ M— third joint of the middle finger 
N-Ralm of the hand at the base of the middle 
finger ' . 

The next five letters are located in the line of 
the ring finger: » 

O-tip of the ring finger 
P— first joint of the ring finger 
, Q— second joint of the ring finger * 
R— third joint of the ring'^frnger 
S-;palm of the hand at .the base of the ring 
finger % 

The next six letters are located in lKe line of the 
littlp fmgef : ^ 

^-tip of the little finger 
U-f&st joint of the little fmger ' 
V-second joint of the Ifttle finger 
W-third joint of the little finger 
X-palm of the hand at the base pf .the little 
fmger 



Y-palm of the hand midway between the ttiird 
joint of the little fiwger and the wrist 
, Z-center of the palm 

The Numerals ^ 

Extend the left hand so that the palm is facing 
dowrt. The first five numbers are located on th€ 
fingernails: , 

1 -thumbnail 

2- nail of the index finger < 

3- nail of the middle finger 

4- nail of the ring finger 

' 5-nail of the^little fmger ^ 

The next five numbers are ^;Jocated on the 
jcnuckles: 

6~-the fiA knuckle of the thumb ^ 
7~fu^t knuckle of theJndex fingfer 

8- first knuckle of the middle finger 

9- fu:st knuckle of the Ting finger 
10-first knuckle of the little finger 

As with printing in the palm, a good way to 
build up speed in using the alphabet glove ^s to 
practice talking to ourselves, tapping ou^^the words 
on our own hand* Be sure, td memorize the 
location of the letters thoroughly before trying the 
i^oVe with others. Blind friends can of course talk, 
to m by this method only if they themselves also 
learn the position -of the letters. You may be 
pl^santly surprised by the number of people with 
' -whom you can becotne "hand in Jlove!" . 

Brtille Alphabet Card ^ ^ 

A slow but simple method enables ttie deaf-blind 
J>erson ^ho can read br^le to capitalize on thc| 
^Tuniversal famifiarity with inkprint of the sighted* 
' public. Tliis method is the use of the braille alpha- 
bet card,' a pocket-size cai|l^ that bears both the 
inkprint and br^e alphabet* A sighted friend can 
use the card by placing our index fmger tip on^he 
braille letter just below the equivaleRt print letter. 
A blind friehd^an use it by locating the braille 
letter he or she wishes to indicate and pti^ing our 
finger tip upon it. 

*TeUatouch ' * 

Finally, an outstanding communication device 
for the good braille reader! is the Tellatfuch, a 
small machine resembling^ a \miniature typewriter 
, that raises con^^ponding* braille letters undeir the 
' deaf-blind feada^'s finger tip ^ the other person 
types. With fuictice^ the Tellitouch'can ofte^^ 
read at ,60 words a minute ^r piore, and, the schcras* 
teach typing* to so* many people nowadays that a 
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gpod share of the persons we meet may actually be 
touch typists. Even those who cannot touch type 
are usually at least somewhat familiar with a 
typewriter keyboard and can do reasonably wBll by 
the famous one-fingered **search and sock" 
method. Further, the Tellatouch seems to appeal 
to a kind of toy instinct in many people, its use 
Striking them as an enjoyable sort of game. 
Children love it especially -as do all who are young 
in hftart and gadget conscious. To put a new fij^d^ 
at ease in using the TellatQuch, we can helpfully 
suggest that the capital sign be omitted for 
simplicity's sake. We should explain that the braille 
is easier to read if the typist presses the key all the 
way down ' rather than striking with a sh^ri^ 
staccato motion. A blind friend should be Warned 
that the keyboard omits the usual top row of 
numbers. Numbers are best spelled out. Someone 
who knows braille may prefer to use the six 
Bra'illewriter keys at the bottom of the keyboard 
rather than the typewriter keyboard itself. 




Tell^ouch 

To develop our own ability to read the Telia- 
touch fluently^ we can practice with advantage the 
often-repeated suggestion of talking to ourselves. 
By pressing the^lceys at random with one hand and 
identifying the nsing bri^lle characters^with the tip 
of our favorite reading finger'on the ^other hand, r 
we can greatly enhance bur reading skill with the 
device. ' ' ^ 

^ The Tellatouch is light and portable. It cam be 
carried about as easily ^ as a lady , carries her 
handbag, Tellatouches are available from the 
American Foundation for the Blind in New York 
at a price well worth the investment./, / '[ • 

Let us return for a moment' to the subject of- 
communication '^by^ gesture' or action. A man's 
name is 'to him the sweetest sound in th^'language 
and the friend who has a special **name.sign;'' such 
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as linking the little fingers, squeezing the shoulder, 
rippling the finger tips across the back of the hand, 
will enjoy saying heilo to us at every opportunity. 
By giving our friends clever name^ signs we can 
promote the beginning of many fine conversations!. 

Special Communication Methods 

We have discussed some communication 
methods that we termed universal because almost 
anyone can use them at once in communicating 
with* us, provided that we ourselves are skilled iii 
their use. Now let us discuss some communication 
methods that are special because their use does not 
require sonlfe special learning on the other person's 
pah, no matter how well prepared" we who are 
deaf-blind may be.^ 

The question na'turaily arises regarding whether 
we should concern ourselves about spec^l methods 
V at all. Why not stick to universal ways that otiiers 
can use at once? Will^ot other people always 
speak to us more often, more readily, and with 
. more pleasure if tKey do not 'need to leam or 
' remember special codes? ffhe questions have a 
Doint, and. some de.af-biind people do indeed rely 
on universal communication methodSv certain of 
which, like the alphabet glove or the Tellatouch, 
are capable of impressive speed. Ev^ry deaf-blind 
person should definitely know at least one univer- 
sal, method T)y which others can communicate with 
him or her immediately. Such knowledge may be 
vital in an emergency. Even in a social sen§e,'we 
will never be able to mingle freely in a group or 
' acquire new acquainting^ readily ^unless ^ve have 
at our disposal a communication method that 
others will find rewarding from the jtart. If we can 
offer others a choice of sUch methods, so much the 
better. People^tend to do a^in what they* enjoy 
. doing, and they will enjoy^ talking with us much 
more if they are offered a variety of methods from 
which to Aoose their favorite. • . • 

And this is exactly the point to which we have 
been leading. Though agreeing that knowledge of 
. universal jpriethods js necessary, many deaf-blind 
"people alst) have one or more special methods they 
find congenial when talking among themselves, 
- with, members of their families, or Vitli friends 
whom they meet often. The special method may 
• be a favorite because of its speed, the warm 
^ personal hand contacts it involves, the- particular 
' uses to whith it. can be put, or simply because it 
' se^ms relaxed and* comfortable. Also, experience 
iridica^ that once a new acquaintance^ecomes 
sufficiently interested to-leam a special method, he 
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or she is likely to groW^ so proud of his or her new 
skill that he or she takes e^efy opportunity to use 
it? k ' ^ * . 

In the United States, <he one-hand manual 
alphabet is the most widely used special method. 
X)ne of its merits is the possibility of flashing 
speed* a factor that has made it a favorite among 
deaf-blind college -students. Another advantage is 
that it can be used in almost any position without 
need to look at the ^hands or to feel for specific 
areas on 4hem. Thisi manua^ alphabet reflects the 
personality, mood, and emphasis of the speaker to 
a remarkable degree, and the enthusiast who once 
described it as "an aristocrat among peons" maxjn 
some ways hafve been justiVied. 

Oh the other ha^^W pun intended^ the 
one-hand manual alphabet's complicated toleam. 
It requires considerable prai^tice to use with spee^ 
and even more^ practice lb read with YaciHty. 
Anyone, with *stiff joints oi\ artllitic fingers will , 
experience difficulties. Further, the Qne-hand 
manual alphabet is subject to many small Variations 
from person to person! Two l>^ople, both of whom 
feel they know the system^jweU, often find it 
necessary to go throu^ the alphabet together f6r a 
brief compari^n of letters before they can con- 
verse readily. Though' the rhanual as use4 by 
deaf-blind persons in the United States is based on 
the system as employed by the sighted deaf, the 
latter form their letters in the ^ for visual reading 
*and preliminary explanation of how to form them 
in the hand is often helpful. , 

The One-Hand ^aniiai Alphabet 

.The listener places his or her hand lightly over 
(some prefer undel") the speaker's hand to feel the 
position of the sipeak^r'/ fingers. The speaker 
should be careful to movejthf fingers -directly from 
the position of otie letter ;to the ne?^t and to pause 
briefly between words. The listener should keep his 
touch as light as posslljle and a^otd "strangling" 
the speaker's^ fingers the rtanntfr of art affection- 
ale octopus. ? ^ / ' 
* Jhe position of me hand, unlesS otherwise 
specified, is up with ilie palm turned ^^way from 
the speakef! The elbcAv should point down, the 
shoulder should be relaxed, .and most of the action ^ 
should be from the wrist throfcgh the fingers. 

A-Fold the four fingers flat against the^palm 
and point tl^e thumb ap» holding it tightly 
against the bent index finger. • % 

B-Point the four fingers straight up, holding 
thenr tightly together, ^nd bend the thumb 
across the palm. * 



\ C— Holding the four fingers together, curve them 
* dowijward . ahd curve the thumb upward 
. toward the tip of the bent inde*" finger (looks 
like a print C). 
D-Point the index finger straight up and make a 
circle with the tip of the middle finger and 
the thumb. The fingers are curved tightly 
tc^ether. 

' -fi-^end the thumb across the palm and place 
the tips of the four fingers tightly together 
^ along the upper edge of the thumb. 

Stop at- this point and review.^ Actually make the 
letters with your right hand. Spell in the Air when 
practicing alone. Practice the words in the fqllow^. 
ing list, all of -which can be spejjed from letters 
you've already learned: bed, bad,^ad,^ce, decade, 
ebbed, beaded, cede, cad, bade. . ^ 

F-Bend the index finger forward. The other 
three fingers and thef thumb point straight up. 
Hold the fingers tightly togetl^er and place the 
thumb against the second ^^V^^ of ^he index 
finger. - v s ^ 

G-Drop the hand by behdtng [the wrist so that 
the hand is horizontal ancR^ih^.palm inward. . 
Point the index finger and the thumb, curling 
the other three fingers ^int^o thiS palm (the 
thumb and index fiitger nearly touching). (G 
may stand for the gun that you appear to be 
pointing^. 

H-Thisietter is made exactly like G except that ' 
the middle finger also is pointing, held tightly 
against thp index finger. 

I-Make a fist -and point the little finger straight 
up. 

J-Starting with I, bring the, tip of the little 
finger down^nd then up to the left in a hooJc, 
moving the whole hand from the wrist. (You 
are drawing the letter J.) 

- Time to review agaih. Spell the following words 
in the air,' checking for *accuracyrwhenever in *, 
doubt: fig, feed, head, high, jab, ice, each, chef, 
beached. We are chewing the ^ne-hand manual 
alphabet a mouthful at a time to preveflT 
indigestion. 

K-Point the index ^nd middle fingers straight 
up, separated. Place ^he tip of the thumb 
between the two fingers at the base. The ring 
and Httle fingers are curved into the palm. 

L-Point the index finger straight up and thumb 
at right angles to it. The other fingers -are - 

i curved into the pfelm. 
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M-^HoWing tha little finger down- with the tip 6f 
the th^b, bend the* injlexv middle and ring 
fingers over the thumb, holding them tightly 
together and pointing downward. 

N— N is made exactly like M except -t^iat the rin^ 
and littfe fingers 2lre. held down with th^ tip of 
the thumb .and only the index and middle* 
fingers are beilt over the thumb. 

* .0— Make a circle with tfie four fingers and the ^ 

thumb.-by placing the tip of the thumb against 
the tip pf thfe index finger, holding the four 
fingers tfehtly together. 

After reviaying the last five letters and any 
earlier letfefS*afeout which you may feel qualms, 
spell in the afr the follbwing words: look, mooA, 
balloon, knee, moan; and, fqam, diamond^ benefi- 
cial, bleak, *an3 macaroni. The alphabet has been , 
•divided ^t various times into groups of similar 
letters, with somewhat mixed results. Some 
learners* thbught the grouping of similar letters 
helped thejn memorize. Others felt the s^st^ 
merely gave them one more thipg to keep trJck 
of-that is, which letters are in which groups. In 
this paper, we are presenting the letters in squads of 
five, each squad followed by appropriate practice 
wprds, and the result should be straightforward, 
morale-boosting progress from A through Z* 

*P-By bending the wrist slightly, drop the hand 
halfway, extended away from self with the 
palm turned down. Point the index finger out 
and the middle finger down. Place the ball of 
the thumb against the first joint of the middle 
fingfer and curl the ring and little fingers into 
the p^m. ' - ' * • , . 
' Q— Q is.piade exac.tly Uke G except that the 
whole hand is pointing 'downward and the 
thumb and fhd#c finger are slightly more 
' ^ separated, ' / 

R— Make a fist with the index *ar^d middle fingers 
.pointing up-middle Xir^ger crossed over index 
finger.' . ' 

Make a fist with the thumb across the front 
of the fingers to touch the second joint of the 
ringXiftger. 

T-Make 'a fist with the tip of the thumb 
pointing up between the index aifd middle 
y * fingers, v 

• U-Make a fist with the index and giiddl^fihgers 
^intii\g up straight, holding them t'fghtiy 
together, 

• We Jbave added a bonus sixth litter to^the usual 
group of five tjiis time-and for, excellent reas3n. 
How often cotild we use Q in spelling a word if we 

' , ■ \ ' 319 



do hot a^^ifnow hOw to sign U? After reviewing 
the letteA in this fourth group, spell in the air the 
sli|htly bizarr^lliougl^t^^eter "Piper quaffed a 
quart of simple mountain seal oil. 

V-Make a U M^th the index and middle fingers 

separated (\Qdks like a letter V). * 
W-Point the index, middle, and iririg fingers up, 
holding them^ separated,^ and curl the thumb 
and.Uttle finger into the palm (looks like a 
, ' letter W). 

* X-Make a fist and raise the index finger by 
straightening it at the knuckle joint but 
keepingi+Tbent at the other two joints to look 
like a hSok, • ^ 
Y-Point the little finger and thumb up straight 
^th j sfight outward slant. The other three 
• finders are bent down. 
^'Z-Make a fist and point the index finger. With 
the tip of the index finger, draw a zigzag as . 
follows: make a horizontal stroke from left to 
right, a diagonal stroke down to the left, and 
a'horizontal from left to right. Imagine .your 
index fingerprinting the letter Z. 

Which letters of the one-hand manual alphabet 
resemble print? After reviewing the last five letters, 
spell in the air: a fox, a walrus, and a young 
zebra-just the kind of eompany Pve always 
wanted on an exciting night in Paris. 

rhere are almost as many ways of reading or 
listening to the one-hand manual as iher^ are 
people to read or' listen. Some prefer to have the 
letters made straight down into the palm. Some 
hke to touch the back of the speaker's hand ;with 
both of Iheir own hands. The right method iSrthe ' 
one that proves to you/ to be the clearest, most 
' cbmfortable, most rapid, and l^ast likely to Ause* 
misunderstanding or to require repeats. 

The one-hand manual alphabet is a challenge to 
' j^qJx of its users. Like a spirited horse, it needs to^ 
be mastered through individual patience and skill, 

Thev Two-Ham l^anuai Alphabet 

' * In Gre^t Britain and in most other Eni^ish- 
speakine countries except the United States, the 
two-hand manual alphabet is the most pK)pular 
sj)ecial communication method. The descriptions 
''one-hand" and "two-hand" refer to the ways in 
which the letters are made. With the former, the 
speaker form's a complete letter with his or her 
hand and the liand of the listener is expected to 
recognize it. With the latter,* both the speaker's 
hand and the listener's hand are essential to form a 
ktter, though the Ustener's hand remain* open and 
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perfectly ^quiet. The distinction is at best soWewhat 
technical and need not detain 'ais here. Many users 
of the one-hand manual, for instance, actually'- 
blend the two ways of reading. . ^ 

The twthhand manu^ alphabet ha^ certain very 
real advantages to offer. It is simpler, easierTc. 

. learn, perhaps easier to read. Thrfact that many of 
the letters resemble print letters is a memory aid to 
friends with normal sight. The greater^simplicity of 
the 4etters means fewer variations from person to 
person in the way the letters are fojmed. Though • 
the two-hand manual alphabet does nof usually 
lend itself to s^^ch dazzling speech as a few have 
attained with the one-haitd manual alphabet, it 

I does .offer a reasonable pace for' most and is ^ 
especially kind to anyone with Itiff fingers. As one \ 
oftjfn-dated, deaf-blind coed ..who knows both- 
manuals demurely put it: "I choose my manual to 
suit my man." ^ 

Ideally, the speaker should sit .beside the 
listener, to the listener's left. He or she should take 
the listener's left hand, resting the back of it on his 
or her own left palm. The speaker then makes the 

(letters with his or her own right hand on the 
listener s left hand in the following ways: . 

The five vowels, A E I O U, are indicated by tap- 
ping the listener's fingertips in this order: ^ 
thumb, index finger, middle finger, ring finger,' 
and little finger. . ' 

B-The fingers are bunched so that the tips meet 
in an irregular ring and placed in that forro in 
' , the palm of the hand. 
C-The index Tingen makes a circular flick along 
the inner side of the thumb and along the 
curve between the thumb and the index 
finger, finishing at the tip of the index finger: 
D-The tip of the index finger touches the tip of 
the listener's index finger, whfle the tip of the 
•thumb touches the base of the index Tmger>- 
F-The index and middle fingers are pl^d close 
together at right angles across tp index 
finger. * • 

G-The fist is clenched and placed in the palm, 
with ^humb iji highest portion and liitle 
finger 0n the palm. 
H-The palm of the speaker's h^nd is mbved 
swiftly across the listener's palm. (The motion 
suggests the breathy sound of H.) 
j_Xhe tip of. the* index finger touches the tip of 
the middle finger and strokes down it to the 
base. 

1 K-The index finger is bent, palm turned down, 
and the bent ^cond joint touches the second 
joint of the listener's index finger. 



L-The index finger is laid across the palm. 
M-The first three fingers, touching, dre laid. 

across the palm. 
N_Xhe first two fingers, touching, are laid 

across the palm. 
P'-.The tip of the index finger^is lightly held by ^ 
the tip of the index finger and thumb. (This 
letter is simply a pincH of the tip of the index* 
finger.) 

Q-The index finger ^ placed in the fork 
, between the index fii;iger and the thumb and 

hooked round the base of the thumb. 
R-The index finger is bent and lai^'across the 

palm. , . ^ * 

S-The iiidex finger is \miX and linked with the 

little finger. , • 
T-The tip of the index finger should touch the 
edge of the pata|-at the side^rthest from the 
thumb. 

V^The inde:^ and middle fingers are separated as 

far as possible and laid across the palm. 
W-The palm of the hanii is laid flat across ^the 
fingers and the fingers are bent over and 
round the fingers. 
X-The index finger isiaid at right angles across 

the index finger. 
Y-The index finger is placed in the joint 

between the thumb and the index finger. 
Z_ The tips of the fingers in a row touch the 
middle of the palm. 

The speaker should pause briefly between 
words. If both speaker and listener are familiar 
with contracted braille, abbreviations may be used. 
However, when a really good rate of speech has 
been^ woriced up in either the one-hand or two-- 
hand manual ^dphabet methods, most people find 
that abbreviations cause more confusion than they 
are worth. On? exception is to- abbreviate a long 
^ name i)y using just its first syllable, such as 
' abbreviating Mr. Nuttingham into Mr. Nut. Obvi- 
ously, even here there is danger if the deaf-blind 
person habitually shortens his spoken speech to 
match the abbreviation! 

* The Interjiational'Wo^se Code 

The International Morse Code merits discussion 
in this chapter because it will prove itself invalu- 
able in connection with the telephone. Even as a 
straightforward communication method ' among 
persons within touching distance of one another, 
the International Morse Code has the advantage of 
being inconspicuous, applicable to any part of the 
body, potentially rapid, and famili» to many Boy 
and Giri Scouts, members of the Armed Forces, 




and amateur radio operators. At its simplest, t4ie 
dash is merely a stroke with^the tip of the index 
flnger, the dot a tap~ Wheji written fli braille, 
braille "dot h is used for the code dat ahd braille 
dots 1 and 4 kre used f^r the dash. 
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Our^Response 

Since conversation is a two-way affair, we must 
have something to contnlfete. The man or woman 
who is deaf, blind, and mute has an extra challenge 
to overcome in carryiag on successful 
communication-and maay_5uch people have 
shown heartwarrning resourcefulness in doing so. 

In the first place, one can often convey one's 
thoughts m writing. A pencil ^nd pad are handy if 



one knows penmanship. Messages can be fyped on 
file cards and labeled in braille for use in Ikter 
situations, %s when traveling. In /fact, many d^f- 
• blind people with clear speaking voices find file 
cards bearing typed addresses or instructions a 
good thing to caqy when they wish to make ' 
doubly sure fhey are understood. Several very 
small portable typewriters are now produced that 
will even fit into a suitcase. For braille-reading 
friends, the Perkins 'or Lavender- Braillers, the 
miniature Banks Pocket Writer that brailles on a 
thin ribbon of paper, and the ordinary t^cK^ket 
braille slate and stylus offer resource^ 

Printing in the air, manualing in the air, and 
pointing to the letters on a braiUe or raised-print 
alphabet board are practical methods. Others must 
necessarily ^pell out their word^o us. Those of us 
who canndt spe^k mast simply spell right back to 
them in the clearest anfl most mutually congenial 
way. 

Each person's voice is distinct, a product of his 
or her physique, personality, backgrounji, and 
special problems. Regarding our individual 
strengths and weaknes^s, we oan ask for candid 
opinions from our friends. We. may also profit from 
discussing Specific speech' problems with profes- 
.sional speech .therapists or with deaf-blind persons 
who^liave done notable work in building^eir own 
voiced. , * 

The aut|or of this will now stop an(^ read what 
he has w^tten-aloud. "Nothing do'es more for a 
voice than daily reading aloud. 
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\ The sudden appearance of significant numbers 
of deaf-blind babies in the United States ten years 
ago highlighted in a dramatic way the absence pf a 



coordinated, instanTFy lesponsjve Information sys- 
tem for use by parents and professionals to match 
children's needs with appropriate services. Profes- 
sionals were hampered in responding to the rubella- 
damaged babies by not being able to locate them, 
learn of" the severity of their handicaps, or Assess 
the babies* needs of those of theit parentsrThey 
were unable to determine how the needs should be 
met or by whom, what funds were needed for the 
task, and from what sources the funds could 
provided. The answers were slow in coming, buf 
gradually the fact was apparent that no single 
agency had the answers or the responsibility^or 
resolving the plight of the famrlies^ The conglom- 
erate of public and ^ private agencies offering 
p6ssible information and services had^apparently 
grown through the preceding years fnto a gigantic 
bureaucracy lacking coordination or direction. 
Parents of deaf-blind babies and professionals^ 
ke became lost in the tangle of inaccurate or 
insufficient information and were frustrated by a 
profusion of referrals and agencies. They^ were 
powerless to^'bring the parts together d*fectively to 
help the children. Compounding the enormqus 
human tragedy oT the rubella-dammed children 
was the gradual r.ealization that in America in 1965 
no one-stop resource for information, no coordina- 
t ting agency to ensure the prpvision of services, and 
' no 4ong-range planning for already known future^ 
information and se^rvice requirements existed. That 
huge information and service overlaps and gaps 
existed was painfully evident. Instead of an infor- 
mation and service delivery system, segmented bits 
of information and service were scattered thwugh- 
out an unknown number. of pubUc and private 




/agencies and organizatijQns, each 'of which had 
developed piecemeal and independently as services 
and **add-on$^'^ intended at the-time to be respon- 
sive to expressed human needs. Without coordina- 
tioti of these units, we could have no one-stop 
information resource, no central point for planning 
nor^e delivery of servipes^ 

Against thi^Tackdjop, then, we report where we 
are in AmericS. today in infftonation and service 
resources for deaf-blind persons' and those inter- 
ested in them, 'Clearly, some lessons have been 
learned so that from the tragedy may be the 
development and implementation of ^ workable, 
responsive, centralized information and service 
delivery system that will ensure viable, lon^g-range 
planning for all eventualities. For the moment, 
however, we xeport^a delivery that is improved 
since the d^rk cjays of the 196'Os but still short of 
the goal. And because many direct services to 
par§;nts, deaf-blind persons^ professionals, and 
others remain scatt-ered over and through a rather * 
awesome number of federal, regional, state, and 
local public and private agencies and organizations, 
the sources of information have also remained 
scattered. 

f^rposes and Organization 

The foremost purpose of this paper is to bring 
together^he^ majpT sources of information and to 
report" on the services which have the potential for 
being useful to deaf-blind persons. A single guide 
to these often elusive resources is needed and will 
' be useful to deaf-blind persons, their relatives and 
friends, professional personnel, researchers, and*- 
information specialists, A ^second purpose is to 
report to the same group on the types of services 
needed by deaf-blind persons as 'stated from the 
perspective of program administrators, parents, and 
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others interested in the deaf blind. The inclusion of 
this relatively new research will permit th« reader 
to make a personal appraisal of the adeqwy of 
,the reported services tp "cletermi^e whether they 
match the expressed needs. The third purpose is to 
suggest possibfe|resolutions of unmet needs. 

The paper is organized in five sections, a^ 
follows: the first section presents a discussion of 
the reported information and service needs of 
deaf-bhnd persons, their families, and others inter- 
ested in the deaf-blind. The second section, in two 
parts, provides* public information and resources 
presently available and the services to deaf-blind 
persons.' The third section of the paper offers some 
observations on existing and unmet needs, based 
on a comparison of the evidence, reported in 
sections one and two. Section four provides a 
v summary and listing of the various information 
resources such as library, directory, agency, alftl 
consultant resources, with addresses included 
where these may be helpful. The -conclusion, 
section five, contains a listing of references which 
were helpful to th^ author in preparing tMs ^ 
chapter. ~ ^ ^ 

Reported Infom^atidn and Sepdce 
Needs of Deaf-BU]|d Per^s ^ 

Basically, information may be provided to deaf- 
blind persons in^^o ways: (1) an agency may seek 
out the person feeding its services, a technique 
sorfietimes referred to as outreach; or (2) a 
deaf-blind person or other interested person can 
search for information on available services felt to 
be needed. The purpose of each is to improve the 
conditiew of this low-incidence, high-risk popula- 
*- tion. Agencies, groups, and institutions provide 
services, including financial suppor^ Generally 
speaking, the services are offered through two 
parallel sectors, one public and one private, with . 
the latter often receiving grants fromithe former. 
- The agencies vary in iinpDrtant ways regarding.the 
geographic area serveB, the seryices provided, the 
age of the persons served, and even the group 
served. They may serve deaf-blind persons directly 
" or indirectly (e.g., training of personnel for the 
education or social care of deaf-blind persons). The 
information resource for a needed service may l>e 
asr near at hand a^ the local area; no farther than 
the, state capital; more distant in a multistate 
regional center; or most distant, as with the federal 
government. As a general /ule, the more rural an 
area, the more distant the information and service 
resource is from the deaf-blind person needing it. 
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Most of .t^e information and the services to 
deaf-blind persons are provided through public and 
private agg^cies serving the wider population of 
needy normal persons, such as the federal social 
security programs; through agencies providing ser- 
vices to the mentally handicapped, deaf, or visually 
handicapped persons, such as the American Foun- 
dation for the Bhnd; or through- agencies Irving 
the handicapped in general, such* as the federal 
Bureau of Education for the Handicapped. Only 
recently two resourced wer^ established by the 
federal government specifically dS^ened and 
oriented to meet the unusual needs ofdeaf-blind 
persons. These are the Regional Centers for Ser- 
vices to.Deaf-Bhnd Children (1967) and the 
National Center for Deaf-BUnd YOuth and ABults 
(1969). • . , • * 

The most immediately useful services provided 
deaf-blind persons today are those offered by a 
complex of public agencies-federal, state, and 
local-through a combination of funds provided at 
each .level. Examples of these are the health care, 
welfare, and education programs. Supplementing 
these costly, direct public services are the infonna- 
tion resources of private agencies and organizations 
providing mor||limited but useful ail&^pecialized 
^rviqes. ^ 

, The American public information and wndce 
bureaucracy is awesome in siie and overlapping in 
scope. The bureaucracy is difficult tp understand 
and use because if consists of information and 
servic'es provided by hundreds of autonortious 
agencies, each interpreting legislatipn ^d establish- 
mg guidelines to carry out specified mandates fOr 
information and service. A maze of general laws - 
and amendments makes ^ovisions for needy per- . 
sons,, including those who are handicapped; still ' 
other laws and amendments specifically designate 
handicapped persons as primary concerns, includ- 
ing those who are deaf-blind. Missing in all of 'these 
until recently has been (1) a systematic analysis of 
the information and service , needs of deaf-blind 
individuals and Chose serving them; (2) a thorough 
review of the present services and how they relate 
to the needs; (3) a systematic documentation of 
the unmet tieeds; (4) a plan developed for a fiscally 
responsible; accountable, and coordihated delivery 
of a total information and service program; and (5) 
a delivery th^ provides for a systematic evaluation 
of effectiveness of the inforfnation and services by 
the client?. 

A recent study (Kakalik and others, 1974), 
completed ^t the request of the Assistant Secretary 
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for Planning and Evaluation of the Department of 
Health, Education, and Welfare, delineated the 
general neeffs of handicapped persons preparatory^ 
to condycting a pomprehensive, cross-agency evalu-* 
ation of federal and state programs for handi- 
capped children and youth. TTieir list of needs 'for 
services is as follows: 

1 . Prevention of handicapping condition 

2. Identification of those who, are deaf-blind 

3. Direction to appropriaie service provider 

» 4. Medical treatment to correct, alleviate,, or , 
stabilize the handicaps 

5. Sensory aids and other equipment 

6. Counseling of both the child and family ^ 

7. Special training, such as mobility or speech 
skills 

8. Vocational traming and job placement 

9. Lifetime sheltered^ and semisheltered care ' 
for those requiring it 

10. Recreation andWial activity 

1 1 . Personal care 

1 2. Income maintejiance . ^ 

13. Training of personnel to supply services ^ 

1 4. Construction of service facihties 

15. Research 

-Public Programs and Informption Resources 
♦ ✓ 

In conducting their^tudy to determine whether 
the needs of handicapped youth were being met, 
Kakalik and ' Brewer (1974) described current 
federal and state programs for service to handi- 
capped yoUth in the United States, estimated the 
resources devoted to various classes of handicapped 
youth, and identified the major problems with the 
present service system. The goal wa§ to collect 
information that would help the federal Depart- 
. . ment of Health, Education, and Welfare improve 
the system as^a whole, and particularly to improve 
the delivery of services to ^hearing and vision 
handicapped youth by suggesting alternative future 
policies. 

The findings of the Kakalik and Brewer study 
suggest that the proWem^ is not one of a lack of 
programs or concern br even a lack of effort on the 
part of .service, personnel. It is not a problem of 
indifference In parents, inferior quality of care, or 
even a lack of funds. Rather, Kal^lik and Brewer 
contend the problem is the complexity of the 
system^ the disorganization and lack of control 
which defy efficient and effective operation. While 
the findings ^are not specified for deaf-blind per- 



..sons, evidence suggests that the findings are appli- 
cable to them. ^ 

Federal Services * ' ' 

Generally speaking, information and services 
.offered by* the federat governTneht'may be clus- 
tered under six broad areas: (I) health programs; 
(2) education; (3) vocational services; (4) mentat 
health and mental retardation programs; (^) finan- 
cial assistance; and (6) research. Tliese services are' 
the result of the enactment of a legion of laws and 
the creatibxi of an array of federal departments, 
bureaus, institutes, programs, and units designed to 
help needy Americans achieve a certain quality of 
life. Kaicalik and Brewer identified more than 50 
jdiffgrent major federal programs that provide infor- 
• mation and services to handicapped youth, most of 
^ which are administered by the Department of 
Health, Education, and Welfare. The federal agen- 
^ cies provide^ up'on , request unpubHshed Jists of 
agencies receiving their funds, and some of the^e 
agencies j)ublish directories of their available ser- 
vicesr Tftfe Office of the Federal Register, National 
Aronives and Records Service,'publishes the United 
Stages Government Organization Manual annually 
as a guide to the Serviced of all agencies of the 
federal government. 

State Programs 

— In addition to federal programs, each state 
operates agencies to serve handicapped persons, 
most of them collaborative with the federal govern- 
ment and needed to implement federal legislation. 
According to services provided they ^e: public 
health, xrippled children's service, special educa- 
tion, vocational rehabiUtation, mental health,^and 
public welfare. Each service in each state is an 

. information resource, providing upon request con-^ 
sultant assistance and information brochures des- 
cribing specific sendees, defining eUgibiHty, and^ 
informing eligible persons^of procedures for acquir- 
ing available services. 

Local Programs 

Local government offers scores of sejrvices to 
handicapped persons, many of which Services are 
designed to implement state and federal legislation 
for nl^edy persons, including those who^^are handi- 
capped. Generally, these services are pubHc health, 
education, vocational services, mental health and 
mental retardation, financial assistance, and often 
reereatjpD and social activity. Each agency serves as 
an infonnation resource offering both materials 
* and personal contact. 
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Federal-State-Local funding for Services 

The program area receiving the largest portion, of 
federal, state, anil local funds for service is special 
education. This is followed by mental, health and 
mental retardation and then welfare. Federal funds 
fof the education of handicapped children, other 
than those who are deaf-blind, account for only 
about 12 percent of the total annual special 
ed^ication budgfet, with state and local agencies 
supporting more than 75 percent of the costs of 
this education. However, in the case of deaf-blind 
children, the federal government supports almost- 
100 percent of the annual ^st tp educate^hem, 
providing the funds through the Regional Centers 
for Services to Deaf-Blind Children. The reason for ' 
greater federal support of the education of deaf- 
blind children is the higher cost associated with 
their education and traming as compared to other 
types of handicapped children. For example, 
duriifg the years 1971-73, the federaV government 
reported an annual dollar support of about $79b 
per visually handicapped child, S245 per speech 
Ijapdicapped child, and about $12,000 per deaf- 
blind child. The higher cost of educating d^paf-blind 
children is attributable to the severity of their 
multiple handicaps which require more highly 
skilled teachers working on a one-tok)ne basis with 
them to facilitate Jeaming, more programs^ and 
diagnostic services, and their scattered distribution 
over a wide geographic area. 

The number of deaf-blind persons*^ho receive 
services through the second largest program^ those 
offered through mental health and mental retarda- 
tion, is not known. The two largest programs 
within the federal Health Services and Mental 
Health Administration are the'^Developmental Dis- 
abilitj^s Program and the National Institute -of 
Mental Health's Community Mental Health Center 
Program. -Other programs in Operation are St. 
Elizabeth's Hospital and the President's and Secre- 
tary's Cpmmittees oo Mental Retardation. 

The third largest expenditure of funds for the 
handicapped is welfare, provided through five 
programs: (1) Social Security Disability Insurance 
,(SSDI); (2) Supplemental Security Income (SSI) 
providing gid to the blind, disabled, and aged; (3) 
Aid to Families with Dependent Children (AFDC); 
(4) General Assistance (GA); and (5) the Income 
Tax Exemption for the«.Blind (ITEB). The federal 
government operates all of the assistance programs, 
providing the services in SSDI and SSI programs 
and buying the service^ in the largest of the 
proigains, AFDC,<l»t»ugh state and local agencies. 



Health services comprise the fourth largest pub- 
lic expenditure and are provided to poor and 
medically needy handicapped children through two 
programs. Medicaid and Crippled Children's Ser- 
vices. Several prevention programs are operated as 
well, the most significant to readers here being the 
(1) rubella immunization program; (2) the vision 
and hearing screening programs; and (3) other 
prevention pfograms provided to deaf-blind chil- 
dren through the Maternal and Chijd Health Care 
Clinics. • 

Vocational service agencies receive the fewest 
dollars of federal support \mt provide broad service 
in a federal-state collaboration administered by .the 
federal Rehabilitation Service Administration, 
Assisting in this effort are the President's Comrriit- 
tee on Employment of the Handicapped and the 
affiliated state and local committers; State 
Employment Service offices (a major federally 
supported program), ami the National Center for 
Deaf-Blind Youths and Adults. ^ 

Overlap and Duplication of Services 

When one considers the variety and extent of 
need for services to handicapped persons and the 
thousands of federal, state, and local public agen- 
cies that are authorized to provide services, one is 
not surprised at the overlap and duplication of 
services offered toy handicapped persons. Each 
agency interprets its information and service man- 
date in accordance with the requests for services 
that are received. For example, one need of 
handicapped persons is the constru6tion of facili- 
ties for their treatment, education and training, or 
care. Four types of federal, state, and local 
agencies provide for construction of facilities: 
health, special education, vocational services, and 
mental health and retardation. Five^types of 
federal, state, and local agencies provide for counr 
seling and psychiatric care. Each agency at the 
various levels of the federal, state, and local 
governments specializes in offering services in one' 
or more needed areas and supplements its primary'' 
services with minor, less generally known services. 

Health Programs 

Health programs include public health, maternal 
and child heahh, crippled children's programs, 
Medicaid, identification, and pvQwi^mx services. 

The largest single health progranf is Medicaid, 
providing medical services and assistance to chil- 
dren, including deaf-blind children of needy 
families. A resource providing information on this 
federal-state-local program may be found at each 
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of the tevels. At the state level it is the' director of 
Medicaid in the Department of Public Health, and 
at the local level it is the public health agency. 
Medicaid information includes mandatory, early, 
and periodic screening, diagnosis, and treatment of 
^ eligible children. How many of the more than . 
0!|e million children dia^osed through this pro- 
* gram annually are deaf-blind is not known. 

The second largest 'health program is Crippled 
Children's Services, providing assistance to^hildren 
having almost any handicapping condition, includ- 
' ing those who are deaf-blind. The federal Health 
Services and Mental Health Administration's Crip- 
pled Children's Services, the state's Crippled Chil- 
dren's Services office, or the local .unit serve as 
^ information, resources and provide medical treat- 
ment of all types through a combination of federal, 
state, and local funds. 

Maternal and Child Health Services is the third 
largest health program, providing information on 
programs dealing with identification of handicaps 
in children through vision and hearing screening, ^ 
dental care services, well-child clinics, public health 
nursing visits to mothers and children, and registra- 
tion of all children found, through these and other 
resources, to be handicapped. All services of the 
Maternal and Child Health programs are admin- 
istered through state and local offices with funds 
0 provided by federal an(J state budgets. 

All of the above health and dental assistance 
program resources .provide inform^ion on pro- 
grams ^ the^ poor. The prograite are quite 
* comprehensive and approximate a system of opera- 
tion. They are inequitabfe to the extent that 
identification, (fiagnosis, and treatment are not 
provided to all families^ regardless of earned 
income. Many famihes able to pay for Services do 
not search for information about services and 
others are unwiUing to pay for them. Thus, a large 
number of children are not identified and do not 
receive early or adequate diagnosis and treatment. 
And since the greatest incidence of deafness and 
blindness occurs in the older population, we do not 
know how/ many deaf-blind adults could benefit 
froi}! treatment and rehabilitation. 

An information resource in the health area that 
is of interest to us here is one that deals with the 
prevention of disease and with immunization. The 
resource is a communicable clisease prevention and 
control program that . provides for the rubella 
immunization pro-am and operates the epidemi- 
^pgy program of the National Center^r Disease 
^ntrol located at Atlai!ta, Georgia.. Tl^teffer acts 
as an imp^ortant national surveillance service for 



diseases silich as rubella and, in addition, provides 
consultation, technical assistance, and training for 
personnel in state health departments. ^ 

The Veterans Administration offers programs 
wherein spouses; widows; and damaged, handi- 
capped, or congenitally malformed children of 
service-connected disabled veterans are eligible for 
diagnostic and rehabilitative services, including 
joj^oriented restorative training beginning at age 
fourteen, and provides hospital, domiciliary, nurs- 
ing home care, and out-patient medical services to 
veterans of the armed forces. The Veterans Admin- 
istration regional offices serve as an information 
resource ,and currently provide services to over 
^ 200,000 children. How many of th^se children are 
deaf-blind is not known. ' 

The Department of Defense provides informa- 
tion on a program offering funds of dp to $350 per 
month for services to severely mentally retarded oi^ 
physically impaired, including deaf-blind, depen- 
dents of servicemen. The program provides for 
diagnosis; in-patient, out-p2ftient, and^home treat- 
ment; training; rehabilitation; and special educa- 
tion. It also covers institutional care in public and 
private nonprofit institutions and transportation *to 
and from these facilities. 

^ The federal Health Services and Mental Health 
Administration provides information on health 
programs for American Indians and Alaskan natives 
and family health clinics for handicapped children 
of migratory workers. 

Education Programs 

%o%X of the resources for the education of 
handicapped children, other than those Avho are 
deaf-blind, are provided by state education agen- 
cies and Ipcal public schools. State agencies utilize 
both their own and' federal funds, which they 
transfer to local districts or private scliools for the 
operation of special education programs. Operation 
of residential schools for the visually and/or 
-acoustically handicapped and mentally ill and 
retarded- children'^ii^ part of most state education 
programs. The states provide reading materials, 
special teachers, special classes, equipment and 
transpqrfation to and from schools. Information 
: on these programs is available ffom state consul- 
tants for the various disabilities in the departments 
of education of the states. \ 

Because of the excessive costs required for the 
education of comparatively few numbers of deaf- 
blind children who are dispersed over a wide 
geographic area, it became necessarj^ for the federal 
government to provide needed services through 
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regional planning and distribution of funds. In 
1967 the federal government provided model 
centers for deaf-blind child^en in an effort to 
secure educational programs for them*. Today 
services are provided in various types of public and 
private' residential schools, in l5cal public and 
private schools or centers, at homes and elsewhere, 
almost exclusively through funds provided by the 
federal government to the Regional Cerrfers for 
Services to Deaf-Blind Children, to state depart- 
ments of education, 'and to local programs. (See 
page 324 for a Ustmg of the current regional 
centers.) • 

Any of the regional center coordinators will 
provide information on services offered in a region. 
Services generally cover the followmg: identifica- 
tion of deaf-blind children through diagnostic and 
evaluative services, consultative and* training pro- 
grams for parents and service personnel, and 
educational programs and services for deaf-blind 
children. The consultant for deaf-bl^nd children in 
the state department of edupaHon of the region 
and the regional center education consultant can 
often facilitate access to service, individualizing 
and matching the services available to individual 
children's needs. Thtse coordinators are also able 
to coordinate, services of the regional center with 
those services offered by other agencies. 
. State coordinators for deaf-blind children pre- 
pare annual reports on the progress, n^eeds, and 
goals for children within the state, and these 
reports may be requested Tor review. In coopera- 
tion With, coordinator? of other state programs for 
the handicapped, they provide needed workshops 
for inservice training of personnel. 

The Regional Centers for Services to Deaf-Blind 
Children use a number of techniques to provide 
information to constituencies. * Several will b^ 
mentioned here to represent the |ypes offered and 
to suggest to readers the usefulness of thejegional 
, center information services. . • ^ 

Many, if not all, of the Regiorfal Centers for 
Services to Deaf-Blind Children publish newsletters 
and brochures for parents and those, who serve 
deaf-blind children in a region. For example, the 
Mid-Atlantic, North, and Caribbean Regional Cen- 
ter, in a, five-page illustrated brochure, provides 
answers to a number' of questions about the center 
and the services available throughout the region. 
The'Mic^west Regional Center publishes Sights and 
Sounds/ EL newsletter by ,and for the parents of 
deaf-blind children of the region, while the South-, 
west Regional Center, in collaboration with John 
Iracy Clinic, offers the John Tracy Clinic Corres- 
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ponden(» Course, a tailor-piade program for par- 
ents of deaffblind children, available in Englisb and 
Spanish editions. Organized into several study units 
based upon various skills such as communications, 
gross motor, fine motor, self-dressing, toileting, 
and otl^rs, each unit is divided into lessons 
applicable to the i needs and progress of the 
individual child. Compiled and updated annually 
by the Southwest Regional Center is yet^nother 
typQ of publication, the Bibliography of Proceed- 
ings and Publications of Regioml DeafyBlind Cen- 
ters This bibliography includes information on 
every publication of the ten regional centers and 
contains a* section on ''Media Development .for 
Training Purposes," in which videotapes and othef 
media prepared' by the regional centers, are docu- 
mented. An example of a film included in this 
publication is Children of the Silent Night, a 
27-minute, 16 mm color-sound -nation picture 
showing how deaf-blind children are being edu- 
.cated at the, Perkins School for the Blind.- 

The South' Central Regional Center developed 
and distributed to all teacl;iei:s of deaf-blind chil- 
dren in the region a k)0se4eafed teacher's resource 
* notebook comprised of ideas fpr cuq-iculum^mate- 
rials to use, a section on assessment scales,/ a- 
bibliography, and a .description of 4he role' and*, 
• services <)£ regional consultants. 

All of the regional deafiblind centers<. sponsor 
arid co;iduct workshops for familie*>f deaf-blind 
children. The Southwest RegioAapCenter, iifcoop- 
eratio*! with John Trdcy Clinic, developed Project 
Spin Off to train home visitors in skjlls required to 
pFOvide information and support to families in any 
region in which deaf-blind children currentli^-e 
living at home and not re^eMng other ser\4cesPnie 
Midwest Regional Center, cooperati'on with 
Michigan'State University, offers annually an inten- 
sive summer workshop in methodology and prac- 
tice with deaf-blind children the following schopf 
^year. These and otiwr regional centers conduct 
J^workshops for resource petsonneL The workshops 
vary in duration from one day to several weeks. Ajl 
of the; regional centers have had some funds to 
offer some 8tit)end support^ to(^candidates. More- 
over, the Division of Personnel Preparation of the 
federal Bureau of Education Tor the Handicapped 
provides assistance for undergraduate and graduate 
training and; summer school programs through 
colleges and universities with approved tr_aining 
programs. 

A number of other federal programs, sponsored, 
by, the Btrreau of Education for the Handicapped 
and other agencies,^ provide useful services to 

( 313 



IT 




bertefit deaf-Wind, persons. '-These provide informa- , 
tion onvrecreation. media and rna^erials,' education, . 
and related services, in9luding federal schools for 
deaf, community and junior co^eges tvhich 
offer training for deaf persons, preparation of 
personnel for the education oT>leaf*blindc^pldren, 
and research. The programs are summarized in the 
* pag^s that follow. ^ 

The' National Institute on Program Development 
'•and TAining in Recreation Fcr Deaf-Blind Chil- 
'dren, Youth and Adv||^|^fers jftformation on 
leisure education and W^tiAn for dfeaf-bUnd 
persons. ,^The institute is locateiPkt the University 
of Iowa and provides model neft'eation programs 
and materials which /Jan be used by recreation 
specialists ^d teachers * Jo; enrich the Uves 'bf 
^eaftttoid pel^ons of all ages. Their nd%sletter is 
available fron[i the project coordinatoFjt ' ^ « 

The American iP^rinting House foWthe Blind 
: manufactures afid distributes books aftd othef • 
matferi^ls for use by the visually impaired a}i4 
^eaf-blind. School -age children .registered * with 
4Fthefh who* are legally blind qualify for a specified 
annual quota of free educational materials, ificfud- 
-ing media suc|i as braille-writers, braille slates,^ 
/ writing paper, bofJksin l^rge typ&, books in braille, 
' teccirded books, and playback -^equipment for^ 
records and -voice tapes. The consultant F9r the 
^' \fisaaHy handicapped in each^state department of 
education provides information on the eligibility 
and' registration of children and on procedures for 
•^ordering materials and ^uipment. . ' 

Jnfonrt^on on activities of the National Advi- 
c sory Committe^dn Handicapped Children is pro- 
vided by tlj^Ej^c^tive Secretary, Bureau of 
fdutotion for fl^e pandfieapped.' The .committee's 
, activih^ include/the fe^evy of the admfnistra'tion 
and opeh>tiaia^fe(}eral4)r0grams for handicapped 
\ chtfdrtn and development pf recommendations for 
_the improverhent of theseprograms. * ^ * . ' 

^The federial governwiemt, in collab'qfration with 
nine colleges and universities' in th^ United States, 
offers financial support for the preprofessional 
training of teachers, resource consultants, coordi- 
nators, sQpervisors, administrators, researchers,^nd 
college teachers in the education of deaf-Wiijd 
^ children .and youth/ A listing of ithese' approved 
programs is provided on page ?23. Program coordiV 
naiors will provide information 00' admission pror * 
' cedures, requirements, fees, hctusing, and programs, 
. as well, as some guidance regarding care^ goals. In 
addition fo regular programs, some of t}\p^cOllegeS 
' ind .universities offer special summer courses, 
insenice ^education, paraprofessional education. 



bibliop-aphles and printed materialsj|speakers oiv , 
r^uest, and personnel participation on adyisory 
comffH^ees, at projFessi()nal meetings, for identifi- 
cation 'ami screening Of chi|[dren, and relat^ i 
activities.^ * 

f Sources «tf federal and other funds for rese^ch 
iji the 4lBrious aspects of ^he edifcation of deaf^ 
blind children and related information is provided 
by the Division of Educational /Research of the ^ 
Bureau of £duc4tion for the Handicapped, United 
States Office of Education.. Research ^ant^.a^e 
provided through several bf the federal programs 
for both basic research and demonstration projects- 
State funds are sometinies . available for those 
/ interested in experimenting in alternate methods of ^ 
educating ^eaf-blind children. ^ ■ ^ | 

Vocattonaf Services ' , * 

• • Federal and st^e vocational rehabiUtation and 
employment pr^ngms for deaf-bUnd persons in the 

, United States are provided by the federal JSocial 
and Rehabilitation Service Administration to pre- 
' ^ pare* tlje deaf-blind for (^pum them to the world 
of work. The key for eligibility to services is that < 
the deaf-b^nd or other liandicapped, person will be- 
employable af^ receiving services. Work may be 
in fhe competitiveMabor lyarket, sjieltere'd employ- ' 
^meni, horaebound work, or family worl^. ObVi- 
^ously, the least handicapped of those eligible ^Dr 
- services represent the highest number of persons 
accepted Tor rehabiUtation* seiVices^Jid successfully 
placed in employment. Because of this, in 1969 the 
federal gOvenfln^t esta^Ushed a National Center 
for Deaf-BUnd Youths and "Adults to stimulate the" 
development of imprp^d services for this group in 
' , state and local rehabilitation agencies Operated by 

• the I|j|ptrial Home for the' Blind under contract • 
with me federal gavemmept,, the national center ^ 

* will sQon move into it^ new $75 rpillion permanent 
' facihties under construction at Sar^ds Point, Long 

* Island- The national center is intended to provide 
comprehensive service through residential facilities, 
^consultative aid to "other organizations, demonstra- 
tion 'of mefhods of services, personnel training, and 
research on services to the d^f-blind. When oi*era\ 
tion^l,'it will* supplement services offpred t)y state j 
anfr local rehabilitation programs by providiig 
ih-depth rehabiUtation servi^p to MOO of tht most 
difficult topfehabilitate deaf-blind clients annually. 
A 15-minute, 16mm sound film 'describing the*' 
progratn of the national center js avail|^le on a 
free-loan basis tfrom the National Audio Visua^. 
Cehter, Washington, D.C, ' , 
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The federal £ovemm^nt today provides aboyt 80 
percent of the cost of basic vocational rehaj>ilita- 
tion services to state programs, which in turn 
provide vocational training, counseling, prosthetics, 
placement, and other needed serviced to all types 
^Qf phyisically and mentally, handicapped persons 
with vc^tional pptential, including those who are 
deaf-blind. The program also supports research 
related to rehabilitation and employability, the ' 
construction of^hysical ^laYits, and the training of 
professiorial^p^rsonnel. 

Faiuf"state agencies pro^de information on 
*progran^ designed to faci^te the employment of 
. rehabiliiated handicapped Arsons. Th§y are: 

1 . Tj(e governor's committe ^ employment 
the Tiandicapped and corresponding -local 
?mmittees, w'hich,v like the President's com- 
ttee, promote errtpl#yment of mentally and 
^ physically handicaf)ped g^rsons. . ^ 

)mmissions, which 
snt pf^anditapped. 



'Rie state civi^ervice 
ra^Rnplo) 



pfovide federa 
persons 

3. The federal Randofph-Sheppard Vending 
^ State Programs, ^which provide enii^loyment 
) for Usually handieapped persons in govern- 
ment buildings, 
4i The st^Ce cmploymen_^ services programs, 
which 4lso facilitate em'ploymerU' of hahdi- 
.capped persons. , • ' ^ 

Each state has a vasriety of services^or blind arid 
deaf-blind clients, including such prograiH compo- 
nents as home* teaching of adults, includin^house^" 
wives; specia^ programs for Wind and •deaf-bliitd 
•children involving. social work with the family to 
- improVe their understanding oC the handicag(s); 
. workshops;^ and , payment *of special medical 
^^^|xpenfi^s'. 

^M^ntal^ealth and Mental Retardation > ^ * 

^Facflities for the jjjgi^tally ^^^ndicapped •^ffid 



mentally ill persons fP^resunieki to be servings 
(Jeaf-blind persons^ but becaua of uneven and 
artmost nonexistent reporting pnactices, the exact 
^ number, is' not known. However, siijce prograjns for 
mentally ill and mentall>\ retarded persons, oan'^and 
do serve sohie deaf-blind persom, resources fof 
information about their services is pertineijt to pur 
interests here. -^L ' 

Federal, state, ai^ lo^'programs serving Jiandi- 
*capped persons ta^t almost half of their monies 
to meet the need^ of those who are mentally 
(landicap^ed. The federal share in such programs is 
less than 10 percent. .^Most children .who are 



mentally ill of mentally retarded are treated in 
out-patient facilities while adults are provided 
more in-patient residential care. The two lai:gest 
programs are administered by the federal Social' 
and Rehabilitation Service through its Develop- 
mental Disabilities Proa^m serving retarded per- 
sons and the National iStitute of Mental Health's 
Community Health Center program, designed for ' 
Ireatmeht of the mentally ill. 
, Other ^useful resources prcrviding specific diag- 
nostic "and counseling services to mentally retarded 
children are the -federal Maternal and Child Health . 
and "Crippled Children's Services, offered through 
approximately 150 mental retardation clinics in 
state and local offices of-publi^ health department^. 



FiiuinciaJ Assistance 
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orate 
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jal, state, and local governments collab- 
mbcj^of ihcon^^ssistance anti ^cial 
bgrams, many of which are operated 
tates>and funded jointly* by federal, 
state, an^local governments. In 1970, for example, 
■ approximately one - million needy p^yiically or 
mentally^ handicapped. persons under age twenty- 
two "received ahout $635 million, 55 p^cenPof 
^hich ^as provided hy the federal government, 35 / 
percent by tj^ states^ and 10 percent "by local 
gavefnment^. These programs are Social Security. - 
^ Disability Insurance, Ad to Families^^with De^ien- 
dent Children, Supplemerrtary Security In<Jome,^ 
Generajt'Assistance| and Income Tax' Exemptioris ^ 
for the Blind, All but the latter Are administered by : 
the ' Social SecuritjUkidministratioiT of -federal,! 
state,, and local governments. In{jlhhation on tlie' 
. latteF Is secured through federal, ,st^te, 05, local " 
bffices of the Internal 'Revenue Service, v 

AlP of the^'above programs are^ aimed at -the 
needy rather than the handicai^ped. However, most 
of the flnancial assistance to jiiandicapped piersons' 
is. provided through, ^the^ Aid to Families with 
^ Dl^pendent ChMren program. Financiaf a^istanjce 
to handicapped children is provided, in this pro- 
gram only if they/OT members of needy families 
* seekiA^ and qiialifyijig <or|»aid. Allowance knot 
. mad^ for the added expense' of a handicapped child . 
in Ijfamily jjeceivinj aid,^'rtor js tjie program one 
that.seardnes for hai 'dicapped children. However, 
since the prograjfi sfcrves more nandicaj^ped chjji- 
dren th^n all others^ ft 'indeed "provides a good^bas^. 
- for screening and idei^ifying handicapped childret^^ 
I ^ providing medical and sensory aid service to them, 
. and assisting in directing parents to cTther useful 
serviced such as counseling f<jr pareji^ and children 
and early childhood, education programs. * ^ ' 
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The federal Old Age, Survivors, and I^sability 
Insurance system covers American workers against ' 
loss of income from death, disability, or. retirement. 
If a workej covered by the insurance becomes dis- 
abled or when he orshe reaches retirement age, the 
worker and specified dependei^ts are entitled to - 
certain benefits. If a worker dies, certain surviving 
relatives are entitled to specified benefits. Children 
of insured workers, disabled or not, are eligible to 
receive benefits. Blind and deaf-blihd workers are 
exempted^ from specific provisions required for 
eligibility for benefits. Handicapped children who 
are dependents of aa insured, disabled, retired, or 
^deteased W9rker may jreceive benefits under certain 
conditions of 4he Social Security Act. Childht>o4 
'Disability Beneficiary Program. 
» The federal^ Supplementary Security Incdthe 
program, which is relatively new, provides a uni- 
form payment level that may be supplemented by 
the states to eligible blinc} and disabled persons, 
regardless of age. The payment level of the 
prograin is significantly higher than average pay- ^ 
ments ^ of *the Aid to Families with Dependent 
Oiildren pro^m. The Gener^J Assistance progi^m 
authorizes state and local governments to provi(ie 
persons with financial assistance. Persons dis- 
covered to be-iiandicapped are probably removed 
from these* programs, however, ^uipshifterf to a ' 
financial support program for which federjd fund- 
ing is available. Not .all states and local govern- 
ments participate in this ptogram: ' ^ * 

\fi ajjriition to the publi^^ograms described, 
many states ^o^er additional welfare benefits such ^ 
as medical services, food assistance, and speiJSal aid 

' to blind, crippled, or severely impaired pers(Jns. " 

. State and local public health arid welfare^part- 
ments provide information on these programs. ^ 

. * Private Programs and InfomS^fron Resources 
Interspersed with the public services ist^the / 
, larpe^y independent group of organizations and 

agencies supported almost entirely by ^private 
^philanthropy; comprising the private sector of 

in^orijoation resources. Compi»ed.4<rfhe ntimber of % 
, blind; deaf, or deaf-blind persons it - reaches and^ 
' assists', it is enormous. One 'is surprised by the fact* 
- that almost every town and city has an oi^niza- . 

tion^or a service' reacliing" the* blind or the de^f 
^through , which the deaf-blind may. be served. 
"^Moreover,- these organizations* provide -^unusual 

function's and raise large sums 6{ monfey to carry 

on their, missions through such agencies, as the 
' Uiytcd Fund, Lions Clubs, local community chests. 



and private philanthropic foundations. The Direc- 
tory of 'Agencies Serving Blind Persons in the 
United Stated and the American A nnals of the Deaf 
Directory of 'Pro-ams arid Services estabEsh the 
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paranjeters of the jesources. Volunteers are 
exten^Vely to, provide services that are prims 
offered tq young children and adults, with 
s^^es focused on' the rehabilitation and care of 
the older people who comprise the largest group of 
the deaf-blind. Although the aged could benefit 
greatly from some of the programs, almost no 
effort is made to acquaint them with the services, 
the materials, or the techniques of communication 
and adjustment available to them., In the private 
sector,'residential home care irth^ most significant 
service provided to the aged deaf-blihd. 

The amount of monies expended by the' private 
-sector for services is of great magnitude and 
importance to the quality of life of blind and ; 
deaf-blind personsr Information is provided about 
nursery scho^, residences for the deaf-blind, 
braille libraifes, braille instruction, summer camps 
for children \pd adults, low-^on service^ocial 
serviqes, meok^ dispensarieir community pro- 
grams for the agid>3dolesc€^t training, psychiatrjo 
services, rehabilitation services, ' sheltered work- 
shops, recreation and day camping, volunteer 
reading, transportation, heme skills^ training *for 
housewives, home industrial arts, oral and manual 
communication, and mobility. While each agency 
and organization provides 'infonhation about its 
own services, the United Fund^ office in a local 
t:ommunity or the state office of the United Fund 
often can provide the needed information on- all 
^rvices available to deaf-blind persons in a commu- 
nity, state,, or region. For exan^ple, in Michigan, 
the United Fiind publishes a directory of United 
Fund agency services in the state and distributes it 
to corresponding Community agencies. 
' The private agency that provides information to 
teachers, students, administrators, teacher educa- 
, tors, directors, researchers, and parents across the 
broad spectnun of special education is the Council 
for Exceptional Children. - It is assisted by the 
pubHc National Center on Educational Media and 
Materials for the Handicapped and is augmented by 
the American Printing House for the Blind and the 
» A^merican Foundation for the Blind. TVe Perkins 
School for the Blind, a private residential school 
for visually' handicapped ahd deaf-bUnd (Shildren, 
publishes a number of instructional manuals deal- 
ing with, curriculum, educational practices, and 
media for deaf-blind children. The Regional Cen- 
ters for Services to Deaf-Blind Children are helpful 



m locating materials, and using information pro- 
vided by the above agencies. 

A large part of the educational and vocational 
rehabilitation research is reported by private agen- 
cies through such professional journals s^Excep- 
tioifol Children, American Annals of .ihe Deaf, 
Education of the Visually Handicapped: Joikmal of 
Rehabilitation, Journal of Special Educiition, New 
Outlook for the Blind, ^ The Exceptional Parent, 
Focui on Exceptional Children^ Rehabilitation, 
Liteirature, and Rehabilitation Record. 
. The American Foundation for the Blind and the 
American * Printing House, for the BUnd provide 
pamphlets and bulletins containing practical infor- 
mation for parents of^ybung deaf-blind children,. 
bibUographies, and a host of other publications 
;regar(Ung the sources of reading n\ateriab, religious 
materials, aids, and appliancesjthi^t thfey develop. 
Persons with ideas ^or protoiypds of; media fd\ 
materials for |leaf-blihd. persotfs rnay*consult v^ith 
staff riite^bers of these twb-^gencies to 43sfet th6m 
in improving the products. 

While a nuifber ojf parent groups have developed 
throughout t^e couif^ry, the Washi^^bn Associa- 
tion for De^fjBlifid ChUdren is perhaps representa- 
tive of the o^ers. Tlie assodatioii i/ composed of 
parents of d^f-blind phildren and other* interested, 
person^. It meets *ori^e eafch month in different 
locations throughout tiie state. Its ^members pro- 
vide information to rtew fami|jies on available 
services in the state, deal With legislative questions, 
explore vocational , services a^ul educational pro- 
grams, and investigate the possibihty of establish 



shop, and vocational traininj^^^Eiograms for deaf- 
bUnd youth and adults. 

^ Information Resources 

Since information on services is* difficult* for 
parents, professionals, researchers, and^deaf-blind 
persons to acquire, Usts of some of the information 
'resources are provided here, >v?th addres&es. 
Included are known directories of agencies; profes- 
sional organizations; conventions; programs prepar- 
ing tochers for deaf-blind children^ federal officers 
providing information on fedeml, state, and local 
programs and services to deaf-bUnd persons; 
Regional Centers for Services to Deaf-Blind Chil- 
dren; the federal network of tnedia services for 
hartdicapped children; and periodicals. 

* Summary 

The present stress oij the optimal enrichment oC 
the quaUty of Ufe for. all persons has generated 
more concern for those who are severely and 
multiply handicapped. This*cbnc^m is.manifested 
through the proliferation of information and «r- 
vice progr^s "conducted" and designed to help 
handicapped persons. 

This^ chapteit h& attempted to present an array^ 
of information resoutces on service programs 
which in some way iid jdeaf-blind children and 
advrlts. >A comprehensive information processing 
and dissemination system could perhaps eradicate 
duplication, misinformation, "or lack, of infor- 
mation,* especially for dea^blind persons, their 
families, ' and**^ffieh genuinely concerned with 



ing a home group and foster home placenieht>fpy ^ ;."»P'^vingthe lives, of deaf-blind pej^soris. 



children ripeding this care. 

^ Another service that is representati^ o/ efher* " 
similar summer programs is the New York Institute . - » 

for the Education of the Blind's annual summer ' , ^ , Referenced ^ 
residential camping program in Hard wick, V^-i^^ Aloriso, Lou. Directory :of Regional Centers and 



mont, for visually handicapped and deaf-Mind 
children. It is open to eli^le deaf-blind children in - 
4he United States, and information on this, and 
other can^ps is available from the camp*dii;pctoh or ■ 
- the coordinators of Regional Centers ifor Services 
to. beaf-BUnd Children. . ' . 

Other private programs that offer informatics 
on various types of direct serwces offered to * 
deaf-blind children and adults include the Rubella ^ 
Krtfi Etefects Evaluation Project at Roosevelt 
Hb^ital, Niew York City, which provides diagnos- 
tic and evaluation service^for deaf-blind children, ' 
and the Industrial Hon^ for the Blind, which 
proyides information a preschool pfo^m ^ 
operated fos deaf-blind children, a sheltered work- 



Edufatidnal Programs Providing Services to 
Deaf-Blind Children and Youth in the United 
I States Including Puerto Rico and the Virgin 
Islands.^ East Lansings Mich., M^cihigan State 
. Urtiversfty, 1974. 
% Berke, J.^ S., and M. W". Kirst, Federal Aid to 
^ Education: Wfio Benefits, Who Governs? Lexing- 
ton, Mass.: D.^. Heath, 1972^ • ^ 
Bio-Dynamics, Inc. Evaluation of the Rubella 
6 I mmunizattbn Program, \yashington, B.C.: 
. " U.S. Department of Health, Education, aiid 
' Welfare; 1971. # . ^ 
Blindness and %ervices^ to the ^Blind in the United 
' States.^ jPamj^ridge, Mass. : Cft'ganizatien for 
Social artd TechnkiHnnovation, Inc., 19(58. 
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foehm, Henry P. "The Disabled on Public Assis- 
tance,*' .irf Social Security Survey of the Dis- 
abled: 1966 (Report »). Washington, D.C.: U.S. 

. .Department of Health, Edi^tion, and Welfare, 
..1970/ o , ' 

Brewer, Garry U., and James S. Kalcalik. improving 
* Services to Handicapped Children with Emphasis 
on Hearing and Vision Impairments, Summary 
and Recommendations. Santa Monica, C4lif.: 
.The Rand Corporation, 1 974. 

Calvert, dV Report on Rub^ella and Handicapped 
C/i/Wr^w.' Washington, D.C.. U.S. Department of 
Health, Education, and Wel^^969. 

Exbtech Systems, Ihq. An iH^^mtjion System for 

. Regional Centers for Services to Deaf-Blind 
Children. Washington, D.G.: U.S. Department of 
Health, Education, and Welfare.* 

Gafner, Leslie. "Planning for Planne^Depen- 
dence?" Special Education, Vol. 58 (1969), 
27-30. . ' ^ > 

Guidelines for Services and Programs for Develop- 
mentally Disabled Persons: Washington, D.C.: 
U.S. Department of Health, Education, ^and 
Welfare, 1972. 

HeattK Services for Mothers and Children Under 
Title V, Social Security Act. Washington, D.C.: 

. U.S: Department of Health, Education, and 
, Welfare, 1971. ^ 



^Kakalik, James S., and others. Sefvices for Handi- 
capped Youth: A Program Overview. Santa 
Monica, Cabf.: The Rand Corporation, 1973. 

Kakalik, James S., and others, ImproHng Services 
to Handicapped Children. Ssni^ Monica, Calif.: 
' The Rand Corporation, 1974. 

Maternal and Child Health Services of State and 
Local Health Departments. Washington, D.C.: 
U.S. Department of Health, Education, and 
Welfare, 1971. * 

. Medical Assistance (Medicaid) Financed ^nder. 
Title XIX of the Social Security Act. Washing- 
ton, D.C.» U.S. Department of Health, Educa- 
tion, and Welfare, 1971. 

Mental Retardation Clir^ic Services. Washington, 
D.C.: U.S. Department of Health, Education, 
. and Welfare, 1972.. 

1980 Is Now: A Conference on the Future of 
Deaf Blind Children. Edited by Carl E. Sherrick. 
Los Angeles, Calif.: John Tracy Clinic, 1974^. 

Social Security Programs in the. United States.* 
Washington, D.C.: U.S. Department of Health, 
Education, and Welfare, 1968. / ; 

Unifed States Govemrrient Organization ^inuhl. 
\ Washington, D.C.: Office of the Federal Regi^ 
ter, 1973.^ 
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Annual Directories 



Afnericm- Medical Association Directory ^of- 
National Voluntary Health Organizations Coiin-^ 
cil- on, Voluntary. Health Agencies, Department 
of Health EducJliioi>, Chicago: Communications' 
Divisipn, American Medical Association^"*^ 

Colleges^ and Universities kiceiving Teaching and 
Traineeship Grants for the Preparation of 
Teachers of Deaf-Blind Children and Youth. 
Washington, D.C.: U.S. Department of Health, 
Education, and Welfafe, Bureau 'of ^Education 
for the Handicapped. 

Colleges and Universities Receiving Teaching and 
Trameeship Grants for Rehabilitation Counselor 

' Training. Washington, D.C.: U.S. Department of 
Healthy Education, and Welfare^ Social and 
Rehabilitation Services, Rehabi^tation Services 
Administration. ^ 

Directories of Agencies. Ne*v YorloNational Asso- 
ciation of Social Workers. 

Directory of Agencies Serving the Visually Handi: 
capped in the United States. New York: Ameri- 
can Foundation for the Blind. 

Directory of Camps for the Hagmcapped. Chicago: 
National Society for Cilppled children and 
Adults, and the American Camping Association. 

'Directory of Catholic Special Facilities ^nd Pro- 
grams in the United States for Handicapped 
Children and Adults. Washington,^ D.C. : National 
Catholic Education Association. 

Directory fop Exceptional Children, Educational 
and Training- Facilities, rfoston : Porter-Sargent. 

Directory, Jewish Federations, Welfare Funds, and 
Community- Councils. New York: Council of 
Jewish Federations and Welfare Funds. 

Directory of Legal AiS and Defender Services. 
Chicago: National' Legal Aid and Defender Asso- 
ciation, American Bar Center. 

Directory of Nonprofit Hom^s for the Aged. New" 

- York: American Association of Homes (or the 
Aging. 

Directory ^ of Programs and Services. New York^ 

American Annals the Deaf. 
Directory of Rehabilitation Facilities Washington, 
D.C.: Association bf Rehabilitation Centers, Inc. 
Directory of Regional Centers and Educational 
Progrdms Providing^Services to Deflf-Blind Chil- 
dren' and Ko^iiliilr the U.S., Including Puerto 



Rico and the Virgin Islands. Great Lakes Region 
* SEIMC. East Lansing; Mich.: Michigan State - 

Dniversity. ^ ' " *' 

Directory of Sheltered Workshops. Washington] 
. D.C.: National Institute on Workshop S^and^df^ 
Directory ^r Special Education,* Fry^huTg, M^ine: 
» Ajnerican Association of Special Educators. 
Directory of Special Educqtion Personnel in State 

A^ncies. Washington, ^^.: Department of 

'Health, Education, and Wflfare. 
Directory of State, Territorial, and Regional Healths 

Authorities. Washington, D.C.: Depigment of 

HeahfC Education, and Welfare, Public Health ^ 

Service. 

Directory of State Societies for Crippled Children. . 
Chicago: National Society for Crippled Children 
and Adults. 

Directory, United Community Funds. New York: 
United Community Funds and Councils of ^ 
America, Inc. 

Directory of Workshops for the Handicapped. 
Washington, D.C.: U.S. Department of Health, 
Education, and Welfare, Vocational Rehabilita- . 
tion Administration. 

Easter Seal Directory of R^ident Camps ^ for 
Persons with Special Health Needs. Chicajgo: 
National Easter Seal Society for Crippled Chil-. 
dren and Adults.y 

The Foundation Directory. New Ycrf-k: JTie 
Founda^on Library Center. ^ / 

Handbool^n Programs of the US Department of 
Health, Education, and Welfare. Washington, 
D.C.: U.S. Department of HeaHh, Education, 
and Welfare. * 

Healt^Vrganizatibns of the United States, Canada, 
md International. Jthaca, New York: Cornell - 

. University. 

Maternal and Child Health Service Programs. 
Washington, D.C.: U.S. Department of Health, ' 
Education, and Welfare, Public Health Services. 

Public Welfare Directory. Chicago: American Pub- 
tic Welfare Association. 

Sheltered Workshops and Homebound ' Programs— \ 
Z)/rec(orv. 'fcWashington, D.C.: National Associ- 
ation of Sheltered Workshops and Homebound 
Programs. 
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Directory of Resources 



Federd Offices under the Jurisdiction of 
Department of Health, Education, and Welfare 
330 Independence Ave., SW, 
Washington, DC 20201 

PUBLIC HEALTH SERVICES . 

Health Services and Mental Health Administration 

5600 Fishers Lane 

Rockville; MD 20852 

National Institute of Mental Health 
Commtinity Mental Health Programs 

V Medicaid 

Crii^ed Children's Services 

Maternal and Child Health Services 

Indian Health Services ^ " ^ . , 

National Institute of Health 
9000 Rockville^^ike 
Bethesda,MD 20014 . 

National Center for Disease Control 
1600 Clifton Road, NE, ^ 
Atlarrta,GA 30333 

OFFICE OF EDUCATION 

Bureau of Education Yor the Handicapped 

4(K) Maryland Ave. 

Washington, DC 20202 

^ .'Director, Djvisior/of Educational Services 

V Coordinator, Deaf-Blind Regional Centers 

" Direcfor^ Envision for Personnel Preparation 
Director, Division for Educational Research 
» * National Advisory Committee on Handicapped 
^ Chilclren 

National Center on Educational . Media and 
.Materials fc^^he Handicapped/Regional 
Resource Centers/Area Learning Resource 
Centers/Special Ofrices (NCEMMH/RRC/ALRC/ 
SO) Network Coordinator 

Qoser Look 
Box 1492 

Washingtbn, IX:,200l3 

SOCIAL AND REHABILITATION SERVICES 

Rehabilitation Services Administration 
330 C St., SW 
.Washington, DC 20201 

Developmental Disabilities Program 
' Director, . Office for the Blind and V^Rally 
Handicapped 



National Centpr for Deaf-Blind Youth and Adults 
Sands Point 

Long Island, NY ^ • 

DEPARTMENT OF HEALTH, EDUCATION, AND 
WELFARE ^ 

Social Security Administration 
6401 Security Boulevard ' • 
Barttimbre, Maryland 21235 f 
SSDI-Social Security Disability Insurance 
Af;iX;-Aid to Families with .Deperiftent Chil- 
dren . 

SSI-Supplementary Security Income^ 
GA-General Assistance • 

Other Resources at the Federal Level (Not under 

HEW) 

DEPARTMENT OF THE TREASURY 

Internal Revenue Service 

Fifteenth St. and Pennsylvania Ave., NW 

Washington, DC 20220 

iTEB-Income Tax Exemptions for the Blind 

LIBRARY OF CONGRESS 

Division for the Blind and Physically Handicapped 

1291 Tayler St., NW, ^ 

Washington, DC 20542 

DEPARTMENT OF DEFENSE 

The Pentagon 
^ Washington, DC 203(ir 

VETERANS ADMINISTRATION 

Vermont Avenue between H and I St?., NW 
Washington, DC 20420 

De-parttnent of Medicine and Surgery 
Departniefit of Veterins' Benefits , 
. Education and Rehabilitation Services 

SELECTED BOARDS, COaiMITTEES, AND 

COMMISSIONS ( y 

President's Committee on Mental RMfcdation • 
Washington, DC 20201 

Secretary's Committee on Mental Retardation 
De^lment of Healthr Education, and Welfare 
Office of th56ecretary 
4513 North Building 
330 Independence Ave. 
Washington, DC 20201 
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President's Committee ' on Employment of the 
'.Handicapped s 
U.S. Department of Labor • 
Washington, DC 20210 

Federally Aided Corporations 

Office of the President ^ ^ ^ \^ 

Gallaudet College 
'7th St. and Florida Ave., NE , 
Washington, DC 20002 

Director 
. Kendall School 

Gallaudet College \ ^ ^ 

7th St. airfl Florida Av^., NE 
Washington, DC 20002 ^ " 

Other Resources - ' ' .t 

ACTION for Brain^Handic^pped Children 

4020 Minnetenka Blvd., No. 305 ^ 

Minneapolis, MN ^ 54 1 6 

American Foundation for the Blincf.- 

15 W. l^th St. 

New York, NY 10011 

Washington Office : Suite ^ 1 3 
1660 L St., NW 
Washington,'DC 20036 

American Foundation for Overseas Blind 
17 West St. 
NlwYofk,NY 10011 

American Printing House for the Blind 
1839 Frankfort Ave. 
LouisvUle, KY 40206 

Sex Information and Education Council of the 
U.S. 

1855 Broadway 

New York, NY 10003 

Goodwill Industries of America, Inc. 
9200 Wi^onsin Ave. 
^Wasl^gton, DC" 20014 

"National Center for Law and the Handicapped * 
1235 N.Eddy St. 
Soirth B^end, IN 46617 

National Society for the Prevention of Blmdness, 
Inc. 

16 East 40th St: . . 
New York, NY 10016 



The Perkins School for the Blind , » 

Watertowrt;MA 02172 

^nfermatipn Center— Recreation for the Handi- 
capped ' 
Outdoor Laboratory 
' Little Grassy 

* Southern Illinois University ] 
Carbo^dale, IL 6290j 

Information Center for Hearing, Speech, and Dis- 
orders of Human Communication • 
Johns Hopkins Medical Institution 
Baltimore,.MD 21205 

Deafness Research Foundation 
366 Madison Ave. 
fN^ York, NY 1001*7 

Professional Organizations 

Alexander Graham Bell Association for the heaf. 

Inc. ' 
34 1'^^olta Place 

Washington, DC 20007 ' 

' Conference of Executives of American Schools for 
the Deaf 
5034 Wisconsin Ave., NW 
Washington, DC 20O16 

Convention of American Instructors of the Deaf 
5034 Wisc|nsin Ave.,NW ^ 
Washington, DC 20dl6 

N^^j|:^al Catholic Educational Association 

Special EducfttiAA Sectioji — ^ 

1 DuPont Cir. / 
.Washington, DC 20036 

Council fo/ Exceptional Childcen 
Division for the Visually Handicapped: Blind and 
Partially Seeing / 
1920 Association Dr. 
Reston,VA 22091 

n 

American Association of Wc^rkers for the Blind, 
Inc. 

1511 KSt.,NW, Suite 637 
Washington, DC 20005 i 

American Association of Special Educators 
P.O. Box 168 
Fryebiift-g, ME ^4037 

American Association on Mental Deflcifticy 
520UC©nnecticut Ave., NW 
Washington, DC 20015 
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Association for Education of the Visually Handi- 
cai^ped 

919 Walnut St. . , 
Philadelphia, PA 19107 

American Rehabilitation Counseling Association of 
American Personnel and Guidance Association 
1607 New Hampshire Ave., NW 
Washington, DC 20009 ^ 

American Speech and Hearing Association w 
9030* Old Georgetown Rd. , 
Washington, DC 20014 

Association for Children with Learning Disabilities 
2200 Brownsville Rd. 
Pittsburgh,^ 15210 

Conference*of Executives of Amencan Schools for 
' the Deaf 

c/o Howard M, Quigley 
5034 Wi^onsin Ave., NW 
Washington,. DC 20016 

National CathoUc Educational Association* 
Special Education Department 
4472 UndeU Blvd. 
St. Louis, MO 63108 

The National -Easter Seal Society for Crippled 
Children and Adults 
2023 West Ogden Ave. 
Chicago, !L 60612 

Council for Exceptional Children 
1920 Association Dr. 
Restdn, VA 22091 



'Council of Organizations Serving the Deaf 
Wilde Lake Village Green ^ 
Suite-310 ^ 
Columbia^MD 21044 

Council on Education of the Deaf 
Colorado School for Deaf and Blind 
33 N. Institute 
Colorado Springs; CO 8p903 

Goodwill Industries of America, Inc. 
9200 Wisconsin Ave. 
Washington, DC 20014 

Intematienal Society for Rehabilitation %f the 
Disabled _ 
219Er44thSt. 
New York, NY 10017 

International League ofSocieties for the Mentally 
Handicapped _ 

12, Rue Forestiere, 1050 ^ 
Brussels, Belgium 

National Association for Retarded Citizens 
2701 "Avenue E, East ' . . 

Arlington, TX 7 

National Association of the Deaf 
SMlTiayer Ave. >^ 
SUver Spring, MP '20910 

National Rehabilitation Association 
1522 KSt.,NW 
Washington, DC 20005 
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ANNUAL AND BIEWIAL CONVENTIONS 
Convention of American Instructors of the Deaf 
International Congress on Education of the Deaf 
International Association of Parents of the Deaf 
Council for Exceptional Children 
Association of Education of the Visually Handi- 
capped 

American Association of Workers for the Blind 

PERIODICALS N ^ 
American Annals of the ^eaf 
Exceptional Children 
The Exceptional Parent * 
Focus on Exceptional Children 
Journal of Rehabilitation 



Journal of Special Education 

New Outlook for the Blind ^ 
Rehabilitation Qterature V ^ 

Rehabilitation Record 

The Lantern (Perkins Schopl for the Blind, Water- 
town, Mass,) ^ 
The Volta Review 

TouQh-and-Go (for deat-blind persons; American 

Foundation for the Blind) 
Journal of Speech and Learning Research 
The Deaf American 

Education of the Visually Handicapped 
' Special Children 

American Journal of Mental Deficiency 
Mental Retardati^ 
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Colleges and Universities Preparing Personnel for the Education of Deaf-Blind Childreft and Souths 

"^^'Nladge Leslie 

Department of Special Education 



Portland State Cpllege 
Portland, OR 97207 

Sheldon Maron 

Department of Special Education 
Florida State University 
Tallahassee, FL 32306 

Vema Hart 

Department of Special Education 
University of Pittsburgh " 
Pittsburgh, PA 15213 " 

WiUiam Myers 

Department of Special Education 
University of Texas 
Austin, TX 78712 * ' 



Lawrenc^ Campbell 
Department of Special Education 
California State University, Los Angeles 
Lqs Angeles, CA 90032 

Barbara Franklin ^ 
Department of Special Education . 
California State University, San Francisco^ 
San Francisto, C A 94132 ^ 

Rebecca DuBose 

Multihandicapped Project Director 
George Peabody College for Teachers 
Nashville, TN 37203 4 

GradiwJ^^chool of Arts and Sciences 
Department of Special* Education 
Boston College 

Chestnut HiU, MA 02167 ^ 



Lou Alonso, Coordinatojj 
Programs Preparing Prfrsoi: 
Handicapped and BUfid/jB^af 
Michigan State UnMtf]^^ 
East Lansing, MI 4c 
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) Regional CShters Serving Deaf-Blind Children 





Center \ States comprising regions 



r 

Southwestern 

Califocma State Department of Education 
724 Capiioi Mall 
Sacramento, CA 95814 


Arizona ' Nevada ' 
California Guam 
Hawaii Trust Territories 
Amerid^n Samoa Navajo Nation 


South-Atlantic 

327 Hillsboro St. 

Bunn-Hatch Buildmg 

Raleigh, NC 27611 (919) 73J-3619 


District ^f Columbia South Carolina 
Maryland Virginia 

Mr\rtVi Parnlina Wp^t VlVBinia 


Southeastern 

Alabama Institute for the Deaf and the Blind 
Box oyo . 
Talladega, AL 35160^ (205) 362-8460 


Alabama Kentucky 
Florida Mis^sippi 
rL»nrffia Tennessee ' 

' 


Mid-Atlantic and Caribl)ean 
iSew * orK insiiiuie lor c-autdiioii ui mc uiiuu 
, 999 Pelham Parkway 
Bronx, W 10469 (212)547-1234 


Delaware Pennsylvania 
^ New Jersey Puerto Rico 
N'e^ York Virgin Islands 


South Central - 
Callier Campus 
1966 Inwood Road 
. DaUas, TX 75235 0214) 634-8003 


Arkan^s. Oklahoma 

L/OUiSlaiTi| luwa 

Missouri \ 

\ — — 


'Midwest 
P.O. Box 420 

T^nQing Ml 48902 (517)373-0108 


Illinois ' Ohio 
Indiana Wisconsin 
Miclygdn Minnesota ^ 


Mountain Plains 

165 Cook St., Suite 304 I 
Uenver, LU oUZUo ( juj) j^y-^u/u ^ 


Colorado ' New Mexico 
♦ , Kansas Utah 

Nebraska • Wyoming 
North Dakota South Dakota 


Texas Education Agency 
^Special Education ^ 

Program for the Deaf-Blind ' * . 
?01 E Eleventh ) 
Austin, TX 78701 (51^)475-3507 


Texas 


Northwest ^ /"""'^^ 

341 1 South Alaska Street C 

Seattle, WA 98118 (206) 464-6«U^ . ' , 


Alaska ^ Oregon 
Idaho • Washington 
Montana 


Tslew England ^ ^ 
Perkins School for the Blind 
%75 North Beacon^treet - 
Watertown, MA 021 72 (617) 924-3434 


Connecticut New^Hampshire 
Maine Rhode Island 
Massachusetts Vermont 

... 1 . ^ 
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Bureau of Education for the Handicapped r 
Federal Network of Media Services • ' 



ERIC 



*rhe National Center on Educational MediaS 

and Materials for the Handicapped 
Hie Ohio State University 
220 West 12th Ave. • 
Columbus, OH 43210 



Coordinating Office for the Regional Resource Centers 
Bradley Hall, ^oom 114 
University of ' Centucky ' 
Lexington, KV 40506 





: i : ■ 5 

' Special Office for the Visually Impaired 
American Printing House for the Blind • 
Box 6085 * 
Louisville, KY 40206 


^ ^ 

1 

j Specialized Offic^ for the Handicapped 

1 Wisconsin R^esearch and Development Center for 

j Cognitive Learning 

{ 1025 West Johnson Street 

1 Madison, WI 53706 






Specialized 6ffice for the- Deaf and iiard of Hearing. 
University of Nebraska 
J 75 Nebraska Hall 

Lincoln, NE 68508 * . 


j Specialized Office Ifor Materials Distribution 

j Audio- Visual Center 

j Indiana University / 

1 , Bloomington, IN 47401 • ' 


\ 


(A 


^ . ' 


" * ' ^ — ' ^ ^ — ■ ■ 
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Resource Centers Network 



• Reg^pnal resource centers 


States'served 


Area learning resourC* centers- 


f ' 

Northwest^egional Resource 
Center^ 
University of Oregon 
Clinical Services Building . 
3rd Floor 

Eugene, OR 97403 


Alaska, Hawaii, Samoa, j 
Guam, Trust Territory, / 
Washington* Oregon, 
Idaho. Montana, 
Wyoming 

* 


Northwest Area Learning Resource 
Center 
University of Oregon 
Clinical Services Building, 3rd Floor 


' California Regional Resource 
Center 

600 South Commonwealth St. 
Suite J 304 * 
Los Angeles, CA,900Q^ 


(Jalifornia 


' ^ . 

California Area Learning Resource 
. Center 
600 South Commorfwealth St. 
Suite 1304 ,^ / v 


Southwest. Regnal Resource 
Center 

2363 Foot Hill Dr , Suite G 
Salt Lake tity.UT 84109 ' 


. Nevada, Utah, 
Colorado, Arizona, 
New Mexico Bureau 
of Indian Affairs 
schools * 


Southwest Area Learning Resource 
Center - . 
New Mexico State University 
Las Cruces, NM 88003 • 


Midwest Regional Resource 
Center 

Drake University ^ ^ 
'*1332 26th St, • • 
Ue^Moines, lu \ \ , 


North Dakota, 
South Daketa, 
Nebraska, Kansas, 
Oklahoma, Iowa, Mis- 

conn ArWanCrWv 


Midwest %*ea Learning^ Resource 
' Center 
Drake University 

1336 26th St. ' ^ 
.Des Moines, lO 5031 1 


Texas .Regional Resource » 
^ Center 

Texas Education Agency 
-211 East 7th St. 

Austin, TX :^701 

- 


7 

Texas 


Texas Area Learning Resource Center 
-2613 Wichita St. » 
' Austin, TX 78712 


Great Lakes Regional Re- 
source Center 

Wisconsin State Department . 
of Public Instruction 

1 26 Larygdon St. 

Madison, WI 53702 


Minnesota, Wisconsin, 
Michigan, Indian^ 


Great Lakes Area.LearQing. Resource 

center ^ ^ . ♦'^ * 
^chigan Department of Education 
'^0.. Box 420 J 
Lansing, MI 4890f 

♦ 


lUir^ois Regional Resource ' 
Center / 
Peoria Public School District 
3202 North Wisconsih Ave. 
Peoria, I L, 61603 


IllinJhs 


Illinois Area Learning Resource Center- 
1020 South Spring St. • ^- 
Sj)ringrield, IL 62706 ^ 

J 1 
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Resouffc centcri^twork (continued) ^ 



./] Regional resource centers^ 
— t — ^ -. 



Nortfleast Regional Resource ^' 
'Cei(t6r ^ .^^ ^ , 
384 StofltoiviSto \ V 
/ Hightstown, NJ 08520 , 



/ 




Ohi^^^gional Resource* ' « " 
Center > < - 
Qhio State Departmenr of 
fidu'catibn' • ^ - . 

Division of "Special Education ' 
. .933 High 'St. ■ . 

W^thington, OH 4'3085 • 



New York Regnal Resource 
Center ^-O/ 



Cit^ UnlYetsity of New Yorkp 
14fWesrl25th St#' * 
New.YoiJc.l^Y 10027 



Sbulheast Regional RespurcS 
Center - • 

Auburn University at Mont- 
gomery • ^ ^ 

Mon^paery f AI^^ 36 1 1 )9 * 



Jl^Iational Laming Rqsourc^^ 
Center c^Penrisylvafrta 
'443 5outh Gulpti *Road 
-King of Prussia, PA 19406 



•Statescerved 



^ dhio 



[Vertnont, 
lu setts, New' 
HartTpsTiire,. Rhode 
,,Isl&ndyConftec^icut, 
'New Jersey 



]^ew York 



Lpuiiiana, Mississippi, 
Alaban^a; Georgia, 
South Carolina, Flor- 
ida^ Pue^a; Rico, ^ 
VirginjOTn^s 



Pennsylvania^. 



; Mideast R^onafR^source 
Center 

190 ^Pennsylvania Ave., N.W. 
Siiitd 505 • ^ ; 
WashiigtOMf DC 20d06 . 



Delaware, Mary; 
land, ^^irginia. West 
Virginia^ tteriiucky, 
^ ^^enrid9»e,e. North 

Carolina, Washirigton, D.C. 



*Area lifting resource -cehters 



Ohio Learning Resource Cenfer 
^^hio State Department of Education 
Division of Speciar'Education 
933: High St. . 
WoiitRington, OH 43085 



Northeast Area.Learning Resource 

$:enter 
384 StO(±toH St. ' ' 
HightstolwCNJ 08520 



ffCew York Area Learning Resource 
Center 

Ne\V York State Ediicatioi\ Department 
Division fbr Handicapped Childi^* 
55 ElkSt,, Rodm 117 
Albanj(, NY U234^ 



•Southeast -Learning Resourci Center 
Auburn University at J^ontgomery 
Montgomery, AL 36109 



Pennsylvania Area Learning Resource 

Center ^ 
443 South Gulph Road 
King^of Pi^ssia, PA 19406 



Mideast Area ^Learning R^soufce Center 
University of KentucHM • 
Porter Building, Room 121 
Lexington, KY 40506 



\ 
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^ ' Table 1 ' - 

PubUc Health Prog^ms fot Deaf-Blmd Persons 



Agency * 



PubUc Health Service (FEDERAL) 

Health S«*vices/M^iUal Health 
AdtninistratioiiiEDERAL) 



Medicafc. pfogmpts (FEDERAL, 
^^TATE, and LOCAL) 



Crippled Children's Services # 
,<<FEDERAV, STATE, and LOCAL) 



Maternal and Child Health Services 
(FEDE^RAL, STATE, and LOCAL) 



Center for Disease Control (FEDERAL, 
STATE-, arid L(X:AL) 



Prbvides grant pro-ams for vision and hearing screeninjis; 
dental care; ,,well-child clinics; public healfh nursing visits to 
jMpothers and' children; registration of handicapped childr&n; 
^genetic counseling' , • 



Cob^unity Health SeWixje (FEDERAL,* 
'state, and LOCAL)/ . > 



Indian Heaith'-^rvice (FEDERAL) 



National Institules of Heallh 
(FEDERAL) 



ipnal. Eyjf Institute (FEDERAL) ■ 



National InstiWw for JJeurologicaf 
■ Diseases and Stroke (FEDERAU') 



National Institute for Dental Re^arch 
(F EDERALl: % \ 

National Institute of Allergy and . 
Infectiou s Diseasfe (FEDERAL) 



National Institute of General Medical 
/ScieflcestFEClERAL) - 



*Type of ^rvices p 



>mided 



{j^entifies health hazardS; delivers services, condUtts re^ai^h 



Maintains regional" offices to Respond tq state andiocal needs , 



Proviiles medical services for financially needy minOrs\ 



i^ovides medical services for financially needy minors with 
handicaps; genetic counseling 



Prortdes for disease prevent^; commimicable disease^ con- 
trol;' immunization f5t^ children; rubella immumzaticnf; vene- 
real disease prevention ^ 



Provides' comprehensive health care sie^icfes; heallh car^.fer 
tlje children of 'migratory workers; .'«.«>i,«i'7attr^n- 
disease prevention , ' / 



rubella immunization; 



Provides hospitals, tiealtii caf-e .centers, schoj^hgalth ^ters; 
prfcventative.and fehabilitative.herfth sefvicc^^ 



Conduct reseSi-ch find training in their jjwnlaboratories^; offer * 
^x>ntracts, grants, ajiards and fellowships; collaborate With 
other inslitutions and oi^rtizations _ 



Develops Model ^iteporting Areas for llftidness statistics; 
research iji prevention and t/eatment of eye deseases; vision 
research and tramm: 



Provides for prevention research; prosthe^tor the bliitd and 
aurally handicapped " 



Cpnducts jM'eventioh research, inc 
palate . 



at fpr cleft Jip and 



Conducts research into control of allergic, immunological, 
and infecti9us diseases related^to sensory handicaps 



Conducts^gene^c research for prevention of aural tnd visual 
nanuicaps^ i ^ 



Table 1 (Continued) Public Health Programs for Deaf-Blind Persons * 



\ ^ \ 

< • . Agency? ^ 


Type of services provided 


— ^ — ^ ^ ^> ■ ■ \ 

National institute tor Cnila nealtn and 
Hun;wn 'Development XFEDERi^L) 


Conducts research directed to ni(^ntaUy fetarded childr^ 


Veterans Administration, Departfnenf of 
Veterans' Benefits, feducatidh and . 
Rehabilitation Service (FEDERAL ^ 
and STATE) ' ^ * • ^ 


' M-aintains regional offices, hospitals, centers, donjictliaiies, 
an(J outpatient clinics; educational assistance and « special 

''-restorative training for wives an4 children of veterans who acre 
permangnjtly disabled,, dead, prisonefs^of war, or missing in 
action * \, 


Dep'artn^nt of Medicine and Surgery 
(FED^AL) " / ' ' 


^ » £ £ , 

Provides Fiospital^orniciliary, nursing homfe care, and out- 
patient mescal ^Hms Veterans ' < 


Department of DefeRse (FEDER'aL') , 


Provides inp^i^^outpatient, arid home treatment, grain- 
ing, reha^ilitatipn/special education,* and institutional care, 
including transportation to and from facilities, far mentally 
retarded (St physically impaired 'dependents of servicemen 
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Table 2^ 

Educational Resd^itcteTor Deaf-Blind Persons (Federal Level) • 



•vi^; ^ / Agency. 


Type of services p'rovided' 

, ^^.1 ' ; i ' • 


EHvisioh' of Education Services 


Coordinate^ and consults^with ten Regional Centers for Ser- 
vices to Deaf-Blind Children • ■ 


Division of PersonneLPreparation 

^-i^— — , — I — 


Provides, information on educational programs preparing 
personnel^ information on lunior/community colleges offer- 
ing training to deaf persons; fiscal support tola nisnber of the 
abov^ progranis; information on National Institute on Pro- 
grams Development and Training " in Recreation for Deaf- 
Blind ChiUlren, Yc^jjth, and Arfijlts ■ ^ ^' ^ 


Qoser Look 


Assists parents in finding information on educational ind 
jdated services; linkage with -local organizations and agencies 

. that may be able to help parents . ^ ^ - ' 

' * . 


National Center on Educational Media 
and Materials for the Handicapped 
(NCEMMH) 

Media and Captioned Films Branch 
Thirteen regional resource centers / , 
Thirteen area learning resource centers 
Four special offices - 
/ 


Media development;'^«oroputer-based retrieval ^stem for 
educational materials for handicapped 

' - , ( 
I » » 


American Pcy^ting House for the BUijd 


Distributes braille books, recorded materials, and educational 
« aids without cost to institutions edticating blind children , 


National Xraimng Institute for the Deaf 


■ Provides technical and vocational training; ,B A and M A 
degree^ programs fo^ dtaf students; information on com- 
munity and junior colleges througffout the couHtry providing 
training programs for deaf persons ' 


Gallaudet College 

Model Secondary School for the Deaf 
Kendall School for the Deaf . ' 


Provides education in the liberal arts (graduate and ujider- 
. graduate) for deaf persons needing special facilities; research 
program focusing on programs related to deafness; preschool 
for young deaf children; educational facility fpi- deaf high 
school students operated by Gallaudet College . . 

This is a demonstration school for the deaf located ,oi\ the 
Gallaudet College campus. . / ' 


-t r-^"^ ' 

Library of Congress ^ . ^■ 
Division for the Blind and PhysicVly 

Handicapped (only ag^nty included 

that is also at state level) 


Includes main library plus 34 branch libraries providing infcr- 
" mation on braille books, records, wd tapes for blind and 
physically*" handicapped persons; free circulation^ of books 
and equipmejjt^ < 


0 
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table 3 



J 



Vocational Services for Deaf-Blind Persons (Federal Level) ' . 



Agency 


^ Type of services provided T . ^ 


Social and Rehabilitation Services ^ 

Administration 
Office for the Blind and Visually • ' - 

Hhndicapped ^(also available at state 

and local levels) 


»' • - ' . * - ' ^ 
Provides^* vocational training, counseling, prosthetics, place- 
ment, and other needed services to fibysicaliy and mentadly * 
handicapped with vocational potential; support for "research 
on rehabilitation and employabHityi construction of physical 
plants; training of professionil periortnel;. home teaching of 
adults; social work to families; workshops; payment of 
special medical expAises ' 's ^ ^ 
^ '—^ ^ 


National Center for Deaf-Brfnd Yoi^hs" 
and Adults . . 

# 

ir p ^ 


•Provides comprehensive service through residential fadlities; 
consultative *aid to other organizations; demonstrations of 

, methods of service; pejsonnel training; research on serviqes to 
deaf-blind persons; services to ^100 of the most difficult to 
rehabilitate clients annually; drculalgs^ a free jS^itiinute 
1 6mm, describing progra^n, available from: National 
Audio Visual' Center, Washiikton, IX f^09; regional 
oTfices in Chicago, Atlanta, Dallas, Philadelphia, Glendaie 

,(CaUfomia) • ' ' . ^ , - * - 

^ ' " : H " 



• 



\ 
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Table 4 



Information R^outcesfor Peaf-Blind Persons: Nlental Health and Retardation 



Agency 



Social and Rehabilitation Service 
(FEDERAL) t .^^^ 

Rehabilitatioit Services Admimstrafion 
(FEDERAL) * 

Developmental Disabilities (FEDERAL, 
STATE, and LOCAL! 



National Institute of Mental Health 
(FEDERAL, STATE, a;id LOCAL) 



Maternal and Child Health Services 
. (FEDERAL, STATE, and LOCAL) 



Type of services provided 



Provides grants to states fo^ planning^ seradces, and construc- 
tion of facilities for persons with developmental disabilities; 
'iniprovenTcnt of services in state-operated men^ retardation , . 
facilities; construction and operation of university-affiliated 
facilities; increased -services to the severely disabled 



Maintains community. mentaF health centers; mental health 
resea/ch on children; training grants to meet manpower 
needs;' hospital improvement grants{x)perates St.^Etizabeth's 
Hospital : ' 



V 



Provfdes diagnostic and counseling seqkipes to mehtally 
retarded children ' ' ' i • 



Crippled Children's Service (FEDERAL. 
STATE, and LOCAL) 



i 



Provides diagnostic and -coimseling setvices to ment^ltyt 
retarded , children through abDut 1^0 mental^, re tardatioy^ 
cbnic^ throughout the country " - , ^ 



National Institute for Child Health and 
Human Devel6pment (FEDERAL) 



Conducts research mainly on retarded xjhildren; ^me re- 
search, in - perinatal biology, and j^prodnc^tion, fimed - in 
preventing sensory and other handicaps f 



.President's an^ Secretary's Committees, 
on Mental Retardation (FEDERAL) 



Advises the^President ancl Secretary on what is being done for* 
the men taUy. retarded; promotes coordinatidn and coopera- 
tiori among-public and private age^hcjes; stimtilateS action ;and 
promotes understanding'' . ; , * * 
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Tables ^ ' , 

Financial Ass^tance for Deaf-Blind PerAns ' 



Agency 



Type of ^services provided 



Social Security Disability Insurance 
(SSDI) (FEDERAL, STATE, and 
LOCAL) ' 



Mtains Old Age, Survivors, and Disability Insurance (OASDD 
foyr American workers against loss of income from death, disr 
ability or retitement; benefits for deperidejits, su|viyofs, and 
hanifeapp^d children; reimbursements to voc^ational rehabili- 
tation agencies for services rendered to clients 



Aid to Familks With D^i^dent Children 
( AFDjC) (STATE and LOCAL) ^ . 



Makes payments to needy fartiilies of handicapped children; 
screeniiTg and identification; medical and^nsory*aid services; 
parent counseling;«arly childhood programs 



Supplemental Security Incorlv (SSI) * 
(FEDERAL* STATE, and lOCAL) ' 



Makes payment to eligible blind, disabled, and aged persons; 
reimburses vocational rehabilitation agencies fop^rvices 



General Assistance (GA) (STATE and 
LOCAL) 



Administers financial assistance prograjn in coordination Witti 
state and local government - * ^ 



Internal Revenue Service * 

Income Tax Exemptions for thoiBlind 
(ITEBMFEDERAL, STATE, and^ 

uocAL) * : 



Allows exemptions fm legally blind taxpayers or taxpayei's 
legally blind spouse 



■ / 
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* 

' , Table 6 ' " " 
* ' • , Information Resources of Use^ Deaf-Blind Persons 



Agency! 


Type of serviced provided " 


Information services ' i ^ 


Council for Exceptional Children 
Information Center on Handicapped and 
V: Gifted Children (PRIVATE) 

/' ■ ^ 


Makes custom computer searchesxp meet specific informa- 
tion needs; comprehensive print resources on a specific topic 
of concern, special interest papers, ^wtource manuals, and 
tdpicaf bibliographies ' (Tdll free telephone > number is 
800-336-3728.) ' ^ 


I National Center on Media and Materials 
^ for the Handicapped (FEDERAJ-) 


Makes custom computer 'searches on ^dijypitional material^, 
t^urriculum, methods of teaching, and related topics 


Informatiort Center for -Hearing, SpeeJh, 
and Disorders of Human Communication 
of the Jbhns Hopkins Medical Institution 
(PRIVATE) ^ 

A ^ 


Makes custom data searches for professional personnel ^ 
needing information on hearing, speech,, and communication 
disorders. ' , * 


Sex Information and Education Council 
of the United States (PRIVATE) 


Provides.fnformation on human sexuality, including informa- 
tion, for Jiahdicapped individuals; publication of a quarterly 
newsletter, discussion guides, ^ library of reprints', and^aids - 
for use in initiating^d developing a sex eilucatidn program; 
■provides consultation to. school systems and teacher training 
institutions , " 


American Printine House for the Blind - # 
(PRIVATE) . " 


Provides information on the location of oneof-a-land 
volunteer-produced materials which may be boirowed; Ijooks 
and materials for loan or ^purchase; irjformation onjocal 
volunteer tape recofdfng , and braille services ^ . 


Library of CxjngrCss, Divjsion for the 
^ (FEDERAL) ^ 


1 ■ . ^ ^ \ . ^ 

\ Provides information on 1^1 volunteer tape recording and 

braille services: loan books^n braille^* large type, and 
recorded fon*i' ' \ J ' 

f m 


' » ' 5" ■ 

•ACTION for Brain Handicapped 
, Children (PRIVATE) 

— • 


• . » . •* V 

Maintains clearinghoilse for information ibout brain Handi- 
cap, actively communicstfng ulJ-to-da-te advances and ''re; 
search to public, medical, arid dkicatiohal professions; 
monthly information bulletin. Expectations, seminars and 
workshops 


f 

American Alliance for Health, Physical 
' Education, and Recreation (PRIVATE) 

■ ■ . A< 


Provides information for personnel developing or conducting 
school and community programs in health education, physi- 
cal education, and recreation; publication of Journal of 
Health, Physical Education, and ^creation with a column oh 
handicapped; /ie^eflrc/i Quarterly: and Update. 


information Center^Recreation for the 


CollectsSii^disseminates information pertaining to recre^ 


, , Handicapped, Ourdodrtaboratory 7 
(PRIVATE) . ' 


Hon fcnr"atl~handicapped persons; publication ^o^CRff 
Newsletter; Recreation for the Handicapped; and^Dibli- 
ography 

1 TT- ' • 
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Tibk 6 (Continiied) InformatioQ^flesources of Use to I>eaf*B|iiKl J 



^ ^ Agency 


O'Types of services provided 


Information services (Continued) " 


International Association of ^Rehabilita- 
tion Facilities (PRIVATE) 


Provides information on facilities for the handicapped 

, X < : 1 , , 


iptemational League of Societies for 
the Mentally Handicapped (PWVATE) 


Provides ^formation on facilities for mentally handicapped 
throughout the worid; newsletter . ' , * 


American Foundation for the Blind 
(PRIVATE) 


Maintains the National Committer' for D9af-Blin4 'Children _ 


American Foundation for Overseas 

Blind (PRIVATE) f 

* 


Provides comprehensive information on international aspects 
„ of history, current education, and rehabilitation programs 
and practices" with deaf-bhiKliChildren and SMiilts; maiittains 
regional offices in several countries in the world; sponsors 
w(Wcshops and provides consultation to personnel of other 
Q0urttrirrt5n education and rehabilitation of the deaf-blind 

V < 


Library services ~ t ^ 


American Foupdation for the Blind 
(PRIVATE) ^ 


Maintains th^ M. C. Migel Memoriil Library oiV education 
and social care of visually handicapped and the deaf-blind 
in tfie United States; rnlihy^ inferences out of print 


Perkins School for the Blind (PRIVATEJ 
# ^ 


4 * ^ 

Maintains the Blindiana Lib^jary on education; history, and 
som^:^ of the visually handicapped and deaf-blind 


Library of Congress. Division for the 
Blind andPhysically Handicapped 
(FEDERAL) 


Maintains regional libraries throughout the United^ States, 
• loanmg books in 'braille,Jarge type, and in recorded form, 
Mtgfi^her with record players and tape pl^ybadTejquipnient; 
^^^^pD eligible borrowers 




\ Legal Information — 


Artierican Fouridation for the Blind 
.(PRIVATE) 


/Publishes^ bimonthly le^slative newsletters^ Washington 
1 Report; lobbies, monitors, and reports Congressional activity 
' an^ legislation affecting tl^blin4 and d&f-blind of. all ages 


National Center for Law and the 
Handicapped (FEDERAL) 


Provides information on legislation and judicial decisions that 
affect Ihe handicapped , , ' 


Council for £#;eptional Children 
Information Clearinghouse for 
Exceptional Children (PRIVATE) 


Provides information aboutj>ast an3 rarrent federal and state 
legislative activities affecting handicapped persons 

M ^ : 



V ■ 



ERIC 



350 



335" 



TMt 6 (Continued) Inf ornutk>n Resources of Use to Deat-BUnd Persons 



Agency 



Types of services provided > 



Legtl tnformafioii (CoBtinued) 



, Department of Health, Education, and 
Welfare, Bureau ofEducation for the 
X^^»Ji^nd*capped 

• / Associate Commissioner, Bureaoi of • 
' * Education for the Handicapped - - 



Provides information on past an 
activities ' 



id CU£nsRfl( 



egal and legislative 



Professional organizations standards for professional 



J 

Council for Exceptional Children 
(PRIVATE) , 


Publishes standards fctr professional trainmg of teachers of 
, handicapped children; publishes Exceptional Children; Teach- 
ing Exceptional Cfyildrerir^nd many other publications 


Association for the Education of the 
Visually Handicapped (PRIVATE) 


Professional organization for teachers, administratdrs, and 
parents of the visually handicapped and deaf-blind; publishes 
^Education of the Visually Handicapped and other, publica- 
tions; has biannual convention 


National Accreditation Council for 
Agenci^Serviiig the BJ^ind (PRIVATE) 


Reviews agencies offering services to .the blind and deaf^>lin'd; 
assists- them in meeting the standards of accreditation 


North American Committee on Services 
to Deaf-Blirid Children and Youth 
(ERIVATE) 


. Sets standards for the education of deaf-blind children 


National Catholii Eduo|tion Association 
(PRIVATE) r 


— ^ — ' " 

"rraQdes special education sectidn fpr teachers ^f handi- 
cappetk^hildren in parochial schodls 


; > 

American Association of Workers for the ^ 
Blind (PRIVATE) 


Professional organization of personi^d working with adul| 
blind and deaf-blind persdns ^ r 

\ ^ , . : , — 




Prevention ' ^ 


^ ; 

National Society for the Prevention pf. 
Blindness, Inc. (PRIVATE) ^ 


ProfessioHil and public educatipn on prevention of blindness 
and conservation of vision; publishes newsletters, brochures, 
posters, and the journal, Sight-Saving Review; disseminates 
inforpiation on preventative research; has ^nual convention 




National volun^r/ health organization; conducts 'otological 
Research; pvrblic information programs; Centurion Club of the 
Foundation, comprised of ear, nose, and, throat medical 
specialist'^, raises funds for research and other foundation 
objectives ' ^ ^ 



ReseafcR to Prevent Blindness"" 
(PRIVATE) 



" money \ti ^^ye research and for - laboratory 



facilities. 
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Table 6 (Con|iin^) Information Resources sf^» t'o De^-Blind Persons 





> 


1 

Agency 


Types of services provided 


Media for education and rehabilitation 


American Foundation for tKe'^ftUiid 
(PRIVATE) * - . 


Produces and sells at cost aids, appliances, equipment, and 
othQT instructional media used m education and rehabilita- 
tion of deaf-blind^ persons; reports research findings in 
education and rehabilitation ofdeaf-blind pei^ons; distributes 
films for public infojmation and professional preppation 

' ■ - 1 


American Printing Hcwe for the Blind 
(PRIVATE) \ . 


Conducts research on educational materials,, practices, ^nd 
curriculum in education of visually handicapped and deaf- 
blindTrn^nufacturej^taids, appliances, and media for education 
and rehabilitation; pflblishes standardized tests, braille, large 
• type, and recorded materials; professional-use materials in 
education and -rehabilitation, including materials for, parents 


' J 

Regional Centers for Services to Deafr 

Blind Children (FEDERAL) ^ 


Provides print and media information on curriculum and edu- 
cational practices; instructional film^ for professional in- 
service education; informational newsletters and annual 
reports ^ . 


Council for Exceptional Children ^^--^^ 
(PRIVATE) . ^ 


« 

^--^^iblishes catalogs of films on haiyj^pped children 


National Center foL Deaf-Blind Youth 
and Adults (FEDERAL) 


"IT ~ ' ~~ 

Provides iniormatiori on media and rehabilitation practices; 
circulates a fflm describing the program ^ \ ... 


Consultation 


"CoordinatorrRegional'Centers for 
Services to Deaf-Blirtd Children, 
Bureau of Education for the Handi- 
capped (FEDERAL) 


Consults with other agency personnel on programs or needs 
of deaf-blind children 


Coordinators of tfie 10 Regional Centers 
for Services to Deaf-BHnd Childrert 
(FEDERAL) ' ^ ' 


Consults with state department specTHlists and others in the 
establisfiraent and conduct' of programs for deaf-blind chil- 
dren in designated regions * 


Director of the Office for the B^nd artd 
Visually Handicapped^ Rehabilitation 
Services Administration (FEDERAL) 


Consults with agency personnel on rehabilitation and 
employment needs and programs for deaf-blind parsAis , 

^ — — - . ^ ■ 


Director, National Center for Deaf- 
Blind Youth and Adults (FEDERAL) 


Consults with rehabilitation an|l employment agency per- 
sonnel on rehabilitation needs, pitograms, and employment^f 
r deaf-;blind persons. " , • 


Coordinators, Regional Offices of the 
National Center for Deaf-Blind Youth 
and Adults (FEDERAL) 


— ^^V^ \ ^ 

Maintains offices in Glendale, California; Atlanta, Georgia; 
•Chicago, Illinois; Philadelphia,: Pennsylvania; and Dallas, 
Texas, to provide consultation on the rehabilitation of 
specifie deaf-blind individuals — r ^ - 


ft 

* > 
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Tabl^ $1 (Concluded) Infonhatioii Resources oM)$e4o Deaf-Blind Persons 



* Agency 


Types of services provide^ 


^ ^ Consultation (Continued) ^ 


Education Consultant, American 

, Foundation for/the -Blind (PRIVATE) 


Consults with agenciessj parents, and professionals on the 
education of deaf-bliiW. children 


Coordinators, Teacher Education 
^Programs of the United* State's 

(PRIVATE and STATE;) 

r 


Consults with teachers and parents regarding the education of 
deaf-blind children 

\ 


State Consultants for thg^ucation of 
the Deaf-Blind, State Department of 
Education (STATE) 


Consults wifli teachers and parent^, on the education of 
deaf-blind children . ^ ^^^\- ^ 

- - ' " -V' 


Director, Personnel Preparation Pro- 
grams, Bureau of Education of the 
Handicapped (PRIVATE) ' ^ ^ 


Consults 'in teal^er education in the area of the deaf-blind 
and in the educition of deaf-blind children. 



\ 



\ 




